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1.  Abstract 
 
Introduction: Anxiety and depression represent a common problem in 
later life and a growing challenge to society as the proportion of older 
people continues to rise. Despite this, the efficacy of evidence-based 
treatments to treat these disorders in older people has received little 
attention compared to working-age and youth populations. The 
current study examined the preliminary outcomes, feasibility and 
acceptability of a 12-session transdiagnostic Cognitive Behaviour 
Therapy (tCBT) intervention for older adults with symptoms of anxiety 
and depression.  
Methods: 16 older adults (aged 60 and above) were randomised to 
either an immediate (n=8) or 7-week delayed tCBT treatment 
condition (n=8). Change scores on the HADS (Hospital Anxiety and 
Depression Scale) and CORE-10 (Clinical Outcomes of Routine 
Evaluation-10) were used to evaluate efficacy; rates of attrition due to 
practical reasons were used to evaluate the feasibility of the 
intervention; and rates of attrition due to treatment dissatisfaction, 
homework compliance and feedback from a Discharge Satisfaction 
Questionnaire were used to evaluate the acceptability of the 
intervention. 
Results: Significant reductions in self-reported symptoms of anxiety 
and depression were reported pre- to post-treatment. Seventy-one 
percent of participants were classifiable as ‘reliably improved’ (n=10) 
and 64% as ‘recovered’ (n=9) in terms of their depression symptoms. 
Forty-three percent of participants were classifiable as ‘reliably 
improved’ (n=6) and 36% (n=5) as ‘recovered’ in terms of their anxiety 
symptoms following the intervention. Significant between-group 
differences were found in terms depression, but not anxiety 
symptoms. Satisfaction with the intervention and homework 
compliance was high, whilst rates of attrition low (n=3). 
Discussion: Preliminary data suggest that this burgeoning approach 
can produce efficacious outcomes for older people with comorbid 
emotional disorders, and it is both feasible and acceptable to apply 
tCBT interventions to older people. tCBT has the potential to address 
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some of the shortcomings of disorder-specific CBT, through offering a 
more clinically and time-efficient approach to comorbidity and 
enabling much-needed improvements to the dissemination of and 




2.  Introduction 
 
2.1 Epidemiology and diagnosis of mood disorders in older 
people 
 
Epidemiological studies reveal that rates of major depression (9.4%; 
Battaglia, Dubini, Mannheimer, & Pancheri, 2004) and anxiety 
disorders (15.3%; Kessler et al., 2005) are high among community-
dwelling older people, and rise to 18% and 29% respectively when 
clinically significant sub-threshold symptoms are considered 
(O’Regan, Cronin & Kenny, 2013). Furthermore, these conditions 
frequently co-occur leading to increased symptom severity and 
disability (Angst et al., 1990). A large community study examining 
over 3000 55 to 85 year-olds revealed that almost half (47.5%) of 
those with a major-depressive disorder also met criteria for an anxiety 
disorder, and approximately a quarter (26.1%) with an anxiety 
disorder also met criteria for a depressive disorder (Beekman et al., 
2000). These disorders therefore represent a common problem in later 
life, and pose a growing challenge and cost to society as the 
proportion of older people continues to rise.  
 
Unfortunately, these disorders often go undetected in older people 
(Wolitzky-Taylor et al., 2010) due to differences in the way they 
manifest, which can mask or be misattributed to other types of 
difficulties. Firstly, compared to working-age people, older people with 
depression and/or anxiety tend to present with more somatic (e.g. 
apathy, fatigue, difficulty sleeping) and cognitive (e.g. poor memory 
and concentration) symptoms than affective symptoms (Alexopolous 
et al., 2002). Secondly, comorbid physical health conditions and 
chronic pain are especially common in older people, and it can be 
difficult to separate which somatic complaints are a product of these 
conditions, medication side effects or indicate an underlying 
emotional disorder. Thirdly, the higher incidence of cognitive 
impairment in this cohort also presents a challenge as the agitation 
and memory impairments typical of a Dementia diagnosis are also 
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noted in older people with emotional disorders. These nuances in 
presentation coupled with the tendency for older people to minimise 
and use different language to describe their symptoms (Lenze & 
Wetherell, 2011) increase the risk of these disorders being undetected 
and therefore untreated in older people. Moreover, emotional 
disorders in older people are associated with poorer wellbeing, and 
greater self-neglect, suicide, disability, chronicity and health-care 
utilisation than younger people with these disorders (de Beurs et al., 
1999; Conway & Thompson, 2008; Schulz et al., 2000; Mitchell & 
Subramaniam, 2005). Therefore, it is imperative that the efficacy of 
evidence-based treatments is specifically examined among older 
people so that effective treatment options can be developed and made 
accessible to older people with these disorders. The next section 
summarises recent research examining the efficacy of Cognitive 
Behavioural Therapy (CBT) for older people with emotional disorders.  
 
2.2 CBT for older people 
 
Disorder-specific CBT (e.g. focussed on either depression or a specific 
anxiety disorder) is the recommended psychological intervention for 
targeting anxiety and depression in adults of all ages (NICE, 2007, 
2009). This recommendation is mainly based on evidence from 
randomised controlled trials (RCTs) with working-age people, which 
have then been extrapolated to older people (Gould, Coulson & 
Howard, 2012a). However, it is important not to assume that this 
evidence is applicable to older people as there are several unique 
factors that are implicated in the aetiology and maintenance of these 
disorders in older people (see section 2.10), which may differentially 
impact treatment response (Alexopoulos & Bruce, 2009). Recent 
meta-analyses suggest that whilst disorder-specific CBT approaches 
are effective at alleviating anxiety and depression in older people 
when compared to non-active controls such as treatment as usual 
(TAU) or being on a waiting list, they achieve negligible (for 
depression) or only small effect sizes (for anxiety) when compared to 
active controls such as psychoeducation (Gould et al., 2012a; Gould, 
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Coulson & Howard, 2012b). Gould et al (2012b) suggest that this 
finding may have arisen because most RCTs with older people have 
tended to use non-active rather than active controls and the quality of 
these studies has varied considerably, both of which could hamper 
the magnitude of the effect sizes. Together these reviews suggest that 
disorder-specific CBT approaches may be less effective for treating 
these conditions in older people than working-age people. This 
highlights the danger of extrapolating findings to older people and the 
need to investigate alternative treatment approaches that could be 
used instead, or to enhance the efficacy of CBT approaches in older 
people. Gould et al. (2012b) argue that given that anxiety and 
depression are highly comorbid among older people, transdiagnostic 
interventions, which explicitly target comorbidity, may improve 
therapeutic outcomes for older people with these conditions. The next 
section outlines the shortcomings of using a disorder-specific 
approach relative to the advantages of using a transdiagnostic CBT 
approach for older people with emotional disorders.  
 
2.3 The shortcomings of disorder-specific CBT versus the 
advantages of tCBT 
 
Until recently, researchers have focussed on identifying the 
constructs that are distinct and specific to separate psychological 
disorders. This focus has generated a plethora of different CBT 
protocols to treat specific emotional disorders such as social anxiety 
disorder (SAD; Clark & Wells, 1995), obsessive-compulsive disorder 
(OCD; Salkovskis, Richards & Forrester, 1998), body dysmorphic 
disorder (BDD; Veale & Neziroglu, 2010), panic disorder (PD; Clark, 
1986), and posttraumatic stress disorder (PTSD; Ehlers & Clark, 
2000). However, this traditional, disorder-specific CBT approach has 
several shortcomings and does not yet demonstrate sufficient efficacy 
for the treatment of emotional disorders in older people. Therefore, 
alternative approaches warrant attention. tCBT is one such 
alternative approach and can be used to help people experiencing 
more than one type of disorder (e.g. depression and anxiety). tCBT 
  
18 
treatment adopts an integrative, empirical approach and does not rely 
on diagnostic assessment and exclusivity. Rather it focuses on and 
targets the cognitive, behavioural and physiological processes that are 
shared across different disorders (Harvey, Watkins, Mansell, & 
Shafran, 2004). A tCBT approach was first developed for the 
treatment of eating disorders (Fairburn, Shafran & Cooper, 2003), but 
has since been developed for the treatment of diverse emotional 
disorders (Barlow et al., 2011). tCBT has the potential to address 
some of the shortcomings of disorder-specific CBT for older people. 
These are discussed in further detail below.  
 
2.3.1 Tackling comorbidity 
  
Diagnostic comorbidity represents an important clinical challenge for 
clinicians as individuals with comorbid diagnoses often report greater 
symptom severity and disability than those with a single diagnosis 
(Angst et al., 1990) and  “at present there is little empirical 
evidence to guide healthcare professionals or patients in choosing 
which disorder should be treated first” (NICE CG 123, p38). 
Therefore it is timely to evaluate the effectiveness of 
transdiagnostic approaches, which tackle anxiety and depression 
symptoms concurrently as these could provide a clear treatment 
alternative where comorbidity exists.  
 
Whilst disorder-specific CBT protocols have demonstrated some 
benefit to patients with comorbid emotional disorders (Borkovec, Abel 
& Newman, 1995; Tsao, Mystkowski, Zucker & Craske, 2002; Brown, 
Antony & Barlow, 1995) the majority of patients retain their comorbid 
diagnoses at post-treatment, and where these are relieved high levels 
of sub-threshold symptoms are often reported (Corominas, Guerrero 
& Vallejo, 2002). Furthermore, research suggests that post-treatment 
reductions in comorbid diagnoses achieved using a disorder-specific 
CBT approach are associated with a higher likelihood of relapse 
(Borkovec et al., 1995; Brown et al., 1995). One explanation for why 
disorder-specific CBT protocols appear to achieve only a temporary 
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impact on comorbid diagnoses is perhaps due to the priority this 
approach gives to targeting the overt and diagnostic-exclusive 
maintaining processes over those that are latent and shared. 
Suggestions to improve outcomes for those with comorbid emotional 
disorders include, applying different disorder-specific CBT protocols 
sequentially or simultaneously to relieve broad-spectrum symptoms. 
However, neither of these options is attractive as sequential 
application is time-consuming and costly, and simply combining 
different disorder-specific protocols has been shown to dilute their 
efficacy. For instance, Craske et al. (2007) demonstrated that 
participants with PD were more likely to achieve HESF at post-
treatment, and report no panic attacks at the 1-year follow-up when 
they received CBT focussed solely on PD rather than CBT, which 
attempted to amalgamate techniques without any underlying 
theoretical basis.  
 
On the other hand, transdiagnostic treatment protocols have the 
potential to enhance therapeutic outcomes for individuals with 
comorbid disorders. It is possible that a transdiagnostic approach 
may improve time- and cost-effectiveness as it addresses common 
maintaining processes using techniques relevant across the 
emotional disorders, although this has not yet been examined. 
Given that older people demonstrate such high rates of emotional 
comorbidity, it is therefore of particular interest to examine the 
feasibility, acceptability and efficacy of a transdiagnostic approach 
within this population.  
 
2.3.2 Tackling sub-threshold symptoms 
 
Sub-threshold and non-standard presentations of emotional 
disorders such as those falling within the ‘not otherwise specified’ 
(NOS) categories also represent a common challenge to clinicians 
(McManus, Shafran & Cooper, 2010). This issue is particularly 
pertinent to clinicians working with older people, who are less likely 
to meet full criteria for these disorders than working-age people 
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(Byers et al., 2010), perhaps due to the presentation differences noted 
previously (language, increased somatic complaints, cognitive 
impairment). There is little research evidence available to guide how 
to treat these non-standard presentations apart from a single case 
study documented by Shafran, McManus & Lee (2008). Shafran et al. 
(2008) achieved success when using a tCBT approach to treat a 
working-age client with anxiety disorder NOS, and argued that (in line 
with the eating disorders literature; Fairburn et al., 2007), NOS 
categories may be better served by tCBT rather than disorder-specific 
protocols, because tCBT relies less on diagnostic accuracy and 
specificity to guide the focus of treatment.  
 
2.3.3 Improving dissemination and access 
 
The drive to define the specific features and mechanisms of different 
disorders has resulted in an unwieldy array of disorder-specific CBT 
protocols, which can be confusing for clinicians. For instance, 
Wilamowska et al. (2010) point out that there are more than 15 
published protocols for PD alone, which contain only minor variations 
and no explanation of what protocol to apply with which type of 
client. The proliferation of disorder-specific CBT protocols has also led 
to inefficiency in training (since this is required for each protocol 
[Clark, 2009]). This emphasis on disorder-specific protocols has 
therefore substantially hindered the dissemination of evidence-based 
treatments and thus the public’s access to them (McHugh & Barlow, 
2010). Older people in particular, experience great difficulty accessing 
psychological therapies (Ghosh, 2009). For instance, a recent 
Department of Health (DoH; 2011) document reported that on average 
older people only represented 4% of those accessing IAPT (Improving 
Access to Psychological Therapies) services, whereas the age profile of 
the population and the prevalence of depression and anxiety 
disorders within this age group suggest this should be closer to 12%. 
In contrast tCBT, which offers a more succinct and widely applicable 
approach, could improve the dissemination of and access to evidence-






tCBT has the potential to address some of the shortcomings of 
disorder-specific CBT for older people, through offering a more 
efficient and potentially efficacious approach to comorbidity and non-
standard presentations. This in turn would likely enable much 
needed improvements to the dissemination of and access to evidence-
based treatment of anxiety and depression for older people. The next 
section further considers the empirical rationale for utilising a tCBT 
rather than disorder-specific approach for the treatment of emotional 
disorders. Key evidence highlighting the significant overlap between 
these disorders is reviewed from 4 main bodies of research.  
 
2.4 The overlap between emotional disorders 
 
2.4.1 Evidence of diagnostic overlap 
 
The frequent co-occurrence of anxiety and depression is the foremost 
indicator of diagnostic overlap among the emotional disorders 
(Beekman et al., 2000; Kessler et al., 2005). Another strong indicator 
lies in the apparent lack of treatment specificity resulting from 
pharmacological (Bandelow et al., 2002) and psychological 
interventions. For example, disorder-specific CBT treatment targeting 
one anxiety disorder has been shown to reduce other comorbid 
anxiety disorders and depression.  Borkovec et al. (1995) reported 
that following CBT for GAD (Generalised Anxiety Disorder), 48% of 
participants no longer met criteria for a comorbid anxiety or 
depression diagnosis. Similarly, studies delivering CBT for PD noted 
that rates of comorbid emotional disorders reduced by 57% (Tsao et 
al., 2002; Brown et al., 1995).  These findings have been replicated in 
a recent meta-analysis of CBT for anxiety disorders in older people 
where reductions were achieved in comorbid depression symptoms as 
well as anxiety symptoms (Gould et al., 2012b). This striking evidence 
of diagnostic overlap between the emotional disorders lends support 
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to the notion that taking a transdiagnostic approach to the 
formulation and treatment of emotional disorders may be more 
pragmatic.  
 
2.4.2 Evidence of a shared underlying structure  
 
There is also extensive evidence to support the notion of a common 
underlying structure to emotional disorders, which plays a key role in 
their onset, trajectory and maintenance. Clark and Watson’s (1991) 
‘tripartite’ model of emotional disorders posits that three factors: high 
‘negative affectivity’ (NA; e.g. fear, hatred), low ‘positive affectivity’ (PA; 
e.g. enthusiasm) and high ‘physiological hyperarousal’ (PH; e.g. racing 
heart, dizziness) can explain the specific and shared elements of 
anxiety and depression. More specifically Clark and Watson (1991) 
argue that depression is epitomised by high NA and low PA, anxiety 
by high NA and high PH, and comorbid depression and anxiety as 
high NA, low PA and high PH. Research using structural equation 
modelling to examine the factor structure of emotional disorders has 
validated these shared higher-order factors among samples of adults 
(Brown, Chorpita & Barlow, 1998) and young people with these 
disorders (Chorpita, Albano & Barlow, 1998). For example Brown et 
al. (1998) employed a large outpatient sample (n=350) of adults with 
anxiety and depression to examine the structural relationships of 
various emotional disorders (depression, GAD, SAD OCD, PD) and 
confirmed a hierarchical structure (see Figure 1). In this model, 
‘negative affect’ and ‘positive affect’ emerged as higher-order factors, 
with significant paths from ‘negative affect’ to each of the 5 emotional 
disorders (depression, GAD, PD/AG, OCD, SAD) and significant paths 
from ‘positive affect’ to depression and SAD only. ‘Autonomic Arousal’ 
(or Physiological Hyperarousal) emerges as a lower-order factor with 
significant paths from PD/AG and GAD. This important study 
indicates that although the key features of emotional disorders 
cannot be collapsed indiscriminately into a single syndrome, the 
similarities between these disorders outweigh the differences. 
Therefore, a transdiagnostic treatment approach such as tCBT, which 
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targets the shared (negative and positive affect), rather than specific 
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2.4.3 Evidence of a shared aetiology  
 
Barlow’s (2002) triple vulnerability model of emotional disorders 
proposes that these disorders have a shared aetiology. The model 
asserts that individuals are at increased risk of experiencing anxiety 
and depression in the face of stressful life events if they possess 
‘generalised’ biological and psychological vulnerabilities. Barlow’s 
(2002) so called ‘generalised biological vulnerability’ refers to the 
significant genetic contribution (approximately 30-50% of the 
variance) seen in the development of emotional disorders. Meanwhile 
Barlow (2002) proposes that a ‘generalised psychological vulnerability’ 
develops in childhood in the context of a stressful and unpredictable 
early environment. These early experiences are believed to undermine 
the child’s self-efficacy and development of adaptive coping strategies, 
leading them to perceive a general lack of controllability and 
predictability over life events.  A third ‘specific psychological 
vulnerability' factor can then be generated if a child is exposed to 
specific learning experiences, which for example teach the child that 
certain situations, objects or sensations are dangerous. Therefore, 
whilst the two general vulnerabilities are thought to create a non-
specific anxious temperament, if paired with the third ‘specific 
psychological vulnerability’ these are believed to give rise to disorder 
specific variations such as SP, SAD and PD (Barlow, 2002). A 
strength of this model is that it explains how both commonalities and 
differences may arise among the emotional disorders.  
 
Boisseau et al. (2010) have built upon Barlow’s (2002) triple 
vulnerability model to create a unified perspective of the origin of 
emotional disorders, which incorporates several key transdiagnostic 
factors that have emerged in the literature (see section 2.5 for a 
discussion of these). This UP model (see Figure 2) depicts how the 
shared aetiology underlying emotional disorders can explain how 
these disorders emerge and why a transdiagnostic treatment 




The model focuses on how those with emotional disorders process 
and respond to emotional experiences. It suggests that a biological 
predisposition to experiencing NA and behavioural inhibition combine 
with uncontrollable early life events to create persistent ‘stress’ when 
confronted with certain life events. This ‘stress’ is likened to an alarm 
where aversive thoughts and physical sensations are experienced and 
signal danger. Barlow (2002) argues that through a process of 
interoceptive conditioning these events can become associated with 
intense, recurrent and uncontrollable emotional experiences, which 
serve as additional ‘evidence’ of the presence of threat. As a result 
attempts to control, reduce, avoid or suppress negative affect and 
physiological arousal emerge (e.g. thought suppression, distraction, 
escape, rituals, safety behaviours). From a transdiagnostic 
perspective then, the interpretations made about initial emotional 
experiences (i.e. dangerous, uncontrollable) and the attempts to avoid 
or control these emotional experiences become the targets for 
intervention.  
 
It is important to note that this model was not designed to be used 
with clients for the purpose of formulation and does not feature in the 
UP workbook and treatment manual. However, a description of how 
the ‘three-component model of emotional experiences’ is used to 
highlight with clients the physiological, cognitive and behavioural 
aspects of emotion that will become the targets of treatment and how 
this might be adapted to incorporate the conceptual adaptations 





Figure 2: UP model of the origin of emotional disorders (Boisseau et al., 2010) 
 
Attempts to Avoid, Control or Suppress 
Emotional Experiences 
(rituals, thought suppression, distraction, escape) 
Learned Alarm 
Anxious Apprehension 
(focussed on recurrent thoughts, 
sensations, memories) 
 
Specific Psychological Vulnerability 
(specific learning experiences infer that certain 
situations, objects or sensations are dangerous) 
Emotional Disorder 
(OCD, GAD, PD, AG, SAD) 
Generalised Psychological Vulnerability 
(early life events as unpredicatable or 
uncontrollable) 
Biological Vulnerability 
(predisposition to experiencing NA; high levels of 
neuroticism and behavioural inhibition) 
Stress Due to Life Events 
False Alarm 
(associated with intrusive thoughts, 
images, impulses and physical sensations) 
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2.4.4 Evidence of neurobiological overlap 
 
Neuroimaging research has also provided support for the existence of 
an overarching syndrome. For instance, some studies have found that 
participants with anxiety and depressive disorders could be 
distinguished from matched healthy controls by more intense activity 
in the limbic structures, coupled with impaired inhibitory control 
within the cortical structures (Mayberg et al., 1999; Etkin & Wager, 
2007). More specifically, several neuroimaging studies have noted a 
trend of increased amygdala activation, together with impaired 
cortical inhibition of amygdala responses among participants with 
SAD (Tillfors, Furmack, Marteinsdottir & Fredrikson, 2002; 
Lorberbaum et al., 2004; Phan, Fitzgerald, Nathan & Tancer, 2006), 
GAD (Hoehn-Saric, Schlund & Wong, 2004; Paulesu et al., 2010), 
PTSD (Shin et al., 2005), SP (Specific Phobia; Paquette et al., 2003; 
Straube et al., 2006) and depression (Goldapple et al., 2004; Siegle et 
al., 2007). Taken together, these findings could help account for why 
individuals with emotional disorders present with more intense and 
frequent negative emotional experiences.  
 
2.4.5 Summary of overlap between the emotional disorders 
 
To summarise, research documenting consistent patterns in the 
underlying structure, aetiology, neuroactivation and co-occurrence of 
emotional disorders, provides evidence of a considerable overlap 
between anxiety and depression. Furthermore, this evidence suggests 
that moving away from a focus on the differences to the similarities 
between these disorders may be a more fruitful approach to their 
formulation and treatment. The high rate of overlap documented 
among emotional disorders has led to a search for so called 
‘transdiagnostic’ factors, which may play a common role in their 










Harvey, Watkins, Mansell and Shafran (2004) propose that selective 
and self-focussed attention can be regarded as transdiagnostic 
cognitive processes. Selective attention can be defined as the 
prioritisation of certain stimuli within one’s internal or external 
environment, and when an individual consistently attends to a 
specific type of stimuli this is referred to as an attentional bias. 
Studies using an emotional Stroop task with individuals with a range 
of anxiety (GAD: Mathews & MacLeod, 1985; SAD and PD: Hope, 
Rapee, Heimberg & Dombeck, 1990) and depressive (Gotlib & Cane, 
1997) disorders reliably demonstrate a Stroop effect (attentional bias) 
for words that relate to their concerns. Likewise, studies using a dot-
probe paradigm have found consistently shorter reaction times when 
individuals with a range of affective disorders are presented with 
threat-related stimuli relative to neutral stimuli (Bar-Haim et al., 
2007). This body of research lends support to the notion that selective 
attention towards concern-related stimuli is a transdiagnostic process 
across the emotional disorders. 
 
Self-focussed attention can be defined as the tendency to attend to 
internal (e.g. physical sensations, thoughts, emotions, memories, 
images) as opposed to external stimuli. This type of attention is 
already explicitly highlighted as a key treatment target in CBT models 
for SAD (Clark & Wells, 1995) and BDD (Veale & Riley, 2001). 
However, Woodruff-Borden, Brothers and Lister (2001) found the 
tendency to engage in self-focussed attention is also shared amongst 
individuals with depression, PD and several other anxiety disorders. 
Furthermore, Woodruff et al. (2001) report that greater self-focussed 
attention was predictive of more distress and impairment, which 
would indicate that reducing self-focussed attention is likely to be a 






There is considerable evidence to indicate that two particular memory 
processes are consistently elevated across the emotional disorders. 
The first is an explicit selective memory bias, which is where 
individuals tend to consciously retrieve previously presented stimuli 
relevant to their concerns. Radomsky and Rachman (1999) examined 
this memory bias among participants with and without OCD. 
Participants were asked to watch whilst the experimenter touched 
various objects with either a ‘clean’ or ‘contaminated’ tissue and 
found that those with OCD demonstrated a superior recall for the 
objects, which had been ‘contaminated’. In two similar studies Lundh 
and Ost (1996) and Lundh, Thulin, Czyzykow and Ost (1998) also 
demonstrated this memory bias among participants with SAD and 
PD. Participants with and without these conditions were presented 
with a series of faces and asked to rate which were critical versus 
accepting (SAD) or safe versus unsafe (PD). In both studies 
participants in the clinical group demonstrated a memory bias for 
faces related to their current concern (e.g. critical faces; SAD, safe 
faces; PD). Clark and Teasdale (1982) also compared this memory 
bias among individuals with depression. Participants were asked at 
times when they were feeling particularly depressed and less 
depressed to recount past experiences to a series of neutral words. 
The authors found a mood-congruent memory bias where unhappy 
memories were more likely to be retrieved when participants were 
feeling down, and happy memories were more likely to be retrieved 
when participants were feeling less down.  
 
The second transdiagnostic memory process to emerge across the 
emotional disorders is recurrent intrusive memories (Holmes & 
Hackmann, 2004). Again, the content of these typically relate to the 
specific concerns of each disorder. For instance, Reynolds and Brewin 
(1999) asked participants with either PTSD or depression to recount 
stressful life events, which had triggered intrusive memories. Overall, 
the intrusive memories experienced within these disorders appeared 
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to be similar, except for their content where for participants with 
PTSD these were prompted by personal illness or assault, and for 
those with depression these tended to be preceded by negative 
interpersonal events such as bereavement or family illness. Intrusive 
memories have likewise been implicated in the development and 
maintenance of various other emotional disorders including SAD 
(Hackmann, Clark, & McManus, 2000), agoraphobia (AG; Day, 
Holmes, & Hackmann, 2004), OCD (Speckens, Hackmann, Ehlers, & 
Cuthbert, 2007) and health anxiety (HA; Muse et al., 2010). 
Altogether these findings provide robust evidence to suggest that 
certain memory processes occur similarly across emotional disorders 
and may go some way to accounting for their development and 
persistence. 
 
2.5.3 Recurrent negative thinking  
 
‘Recurrent negative thinking’ (RNT) is a common feature of many 
psychological disorders, and has been shown to be a common risk 
factor to the development of several anxiety and depressive disorders 
(Ruscio et al., 2011), suggesting it may be a transdiagnostic 
phenomenon (Harvey et al., 2004). Rumination and worry represent 
two main forms of RNT and are highly correlated with one another 
(Fresco et al., 2002). Rumination can be defined as a pattern of 
negative thinking in which a person passively and repeatedly dwells 
on the causes and consequences of debilitating symptoms without 
active attempts to alleviate this distress (Nolen-Hoeksema & Morrow, 
1991). Examples tend to include ‘Why’ type questions (e.g. Why did 
this happen to me?). Worry on-the-other-hand can be defined as ‘a 
chain of thoughts and images, negatively-affect laden and relatively 
uncontrollable’ (Borkovec, Robinson, Puzinsky & DePree, 1983, p. 
10). Examples of worry tend to include ‘What if’ type questions (e.g. 
What if I lose my job?). Watkins (2008) suggests that the only 
distinction between these two forms of RNT is the temporal focus with 





McEvoy, Watson, Watkins and Nathan (2013) further scrutinised RNT 
as a transdiagnostic construct by investigating the extent to which 
RNT could account for the high rates of comorbidity observed between 
the emotional disorders. The authors compared levels of worry and 
rumination among individuals with (n=301) and without (n=212) 
comorbid anxiety and depressive disorders in the community. McEvoy 
et al. (2013) found that individuals with and without comorbidity 
demonstrated equivocal levels of worry and rumination, irrespective 
of their primary diagnosis, and inline with the transdiagnotic 
hypothesis, higher levels of RNT were associated with increased 
likelihood of comorbidity. These findings suggest that RNT represents 
an important treatment target, across the emotional disorders, and is 
supported by the finding that CBT targeting RNT achieves reductions 
in self-reported worry, rumination, anxiety and depression (Watkins 
et al., 2007, 2011).     
 
2.5.4 Cognitive reasoning biases 
 
Harvey et al. (2004) propose that interpretative and expectancy 
reasoning biases can be regarded as ‘definite’ transdiagnostic 
processes (occurring in 4 or more emotional disorders). Based on this 
evidence the UP (Barlow et al., 2011) focuses on addressing two 
common forms of reasoning bias (or ‘thinking traps’), one 
interpretative – ‘thinking the worst’ (where the aversiveness and 
consequences of the event are exaggerated and one's ability to cope 
with it is underestimated) and one expectancy ‘jumping to 
conclusions’ (where the likelihood of the feared outcome occurring is 
greatly exaggerated).  
 
An interpretative reasoning bias can be defined as the tendency to 
construe the meaning of ambiguous situations in a negative way, and 
among individuals with emotional disorders these negative 
interpretations tend to relate to their disorder-specific concerns 
(Harvey et al., 2004). For example, participants with depression 
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endorse more negative interpretations of ambiguous scenarios than 
healthy controls (Nunn, Mathews & Trower, 1997), participants with 
PD demonstrate an interpretative bias to ambiguous interoceptive 
stimuli (e.g. racing heart), which is absent in non-panic controls 
(Richards, Austin & Alvarenga, 2001), participants with SAD make 
more negative interpretations of socially ambiguous situations, 
relative to other ambiguous situations and participants with OCD 
(Amir, Foa & Coles, 1998), and participants with HA demonstrate a 
preference for illness rather than benign interpretations of physical 
sensations (Haenen et al., 2000).  
 
An expectancy reasoning bias can be defined as the tendency to make 
negative predictions about future events, whilst ignoring the actual 
likelihood of a particular outcome occurring. Again the nature of the 
negative prediction tends to reflect the specific concerns of each 
disorder (Harvey et al., 2004). For example, there is evidence to 
suggest that participants with PD tend to overestimate the intensity 
of and likelihood they will panic in fear-inducing situations (Rachman 
& Lopatka, 1986), spider phobia tend to overestimate the likelihood of 
being bitten by a spider relative to controls (Jones & Menzies, 2000), 
SAD tend to overestimate the likelihood of future negative social (but 
not non-social) events occurring (Foa, Franklin, Perry & Herbert, 
1996), HA tend to overestimate the risk of developing diseases 
(Haenen et al., 2000), and participants with depression tend to be 
more pessimistic when predicting future outcomes (Dunning & Story, 
1991), make higher estimates regarding the likelihood of future 
negative future events occurring (Kaney, Bowen-Jones, Dewey & 
Bentall, 1997) and lower estimates regarding the likelihood of positive 
future events occurring (Anderson, Spielman & Bargh, 1992) relative 




2.5.5 Experiential avoidance 
 
Experiential avoidance in all its behavioural and cognitive 
manifestations is perhaps the most striking and pervasive 
maintenance process noted across the emotional disorders (Brown & 
Barlow, 2009) and therefore represents an important treatment 
target.  
 
Examples of experiential avoidance can include both avoiding 
external situations (which may trigger aversive 
consequences/emotions/physical sensations) and avoiding the 
internal experience of aversive states (e.g. through distraction, 
thought suppression and rumination).  Whilst some forms of 
experiential avoidance may be more clearly observable (e.g. escaping 
a situation, avoiding eye contact) and maintained by negative 
reinforcement contingencies (taking away aversive stimuli) others 
such as carrying a mobile phone or water bottle (safety seeking 
behaviours) may be less obvious and maintained by positive 
reinforcement contingencies (addition of reassuring stimuli). Brown 
and Barlow (2009) provide a comprehensive overview of the various 
behavioural and cognitive forms of experiential avoidance, which can 
occur alongside the disorders these are commonly associated with 




Table 1: Summary of experiential avoidance strategies and the 
disorders often associated with (Brown & Barlow, 2009). 
 




- Avoidance/escape from phobic 
situations (e.g. crowds, public 
speaking, lifts, heights, animals, 
site of trauma). 
SAD, PD, AG, 




- Avoidance of ‘contaminated’ 
objects 
- Avoidance of eye contact 
- Avoidance of sensation-provoking 















- Worry  
 
- Rumination 
- Thought suppression 
- Avoidance of aversive memories, 
imagery or thoughts 
PD, PTSD 
DP, GAD, PD, 
AG, SAD 
GAD, SP, SAD, 
PD, OCD 
DP, OCD, PTSD 
All 
OCD, PTSD, PD, 
SAD, DP 
Safety signals - Carrying mobile phone, water 
bottle, medication 
- Holding on to good luck charm 
- Carrying self-protective objects 
- Carrying reading material/notes 





Notes: GAD = generalised anxiety disorder; SAD = social anxiety disorder; PD = panic disorder; 
AG = agoraphobia; PTSD = post-traumatic stress disorder; SP = specific phobia; AG = 
Agoraphobia; DP = depression; OCD = obsessive compulsive disorder; PTSD = posttraumatic 
stress disorder.  
 
Salkovskis et al. (1999) demonstrated that participants with PD who 
dropped their safety behaviours (experiential avoidance strategies) 
during an exposure exercise reported less anxiety and conviction in 
their catastrophic cognitions than those who maintained their safety 
behaviours. The role of safety-behaviours in maintaining other 
emotional disorders such as BDD (Veale & Riley, 2001), OCD 
(Rachman, 2002), SAD, (Wells et al., 1995) and specific phobia (SP; 




2.5.6 Anxiety sensitivity 
 
Anxiety sensitivity (AS) can be defined as a specific fear of anxiety-
related bodily sensations due to beliefs that such sensations are 
dangerous and will lead to catastrophic outcomes such as physical 
illness or public humiliation (Reiss, Peterson, Gursky, & McNally, 
1986). Although AS (a form of state anxiety) is related to trait anxiety 
(the general tendency to experience anxiety symptoms across a wide 
variety of stressful situations) the two constructs are empirically and 
conceptually distinct (McNally, 1996).  
 
AS has traditionally been linked with PD, however, there is mounting 
evidence to suggest that AS is implicated in the development and 
maintenance of several emotional disorders (Naragon-Gainey, 2010; 
Schmidt, Zvolensky & Maner, 2008). Most recently Boswell et al. 
(2013) combined outcome data from two recent trials of the UP (Ellard 
et al., 2010; Farchione et al., 2012) to examine levels of AS across 
four anxiety disorders; OCD, GAD, PD and SAD (n=54). The authors 
reported that all participants demonstrated moderate to high levels of 
AS at pre-treatment, and participants with comorbid anxiety 
disorders indicated the highest levels of AS. Furthermore, multiple 
regression analyses revealed that large reductions in AS during 
treatment were associated with reductions in diagnostic severity at 
post-treatment and 6-month follow-up. 
 
AS has also been found to be elevated in individuals with depression 
when compared to healthy controls (Otto et al., 1995). Taylor, Koch, 
Woody and McLean (1996) examined this relationship further using 
factor analysis and demonstrated that AS is multidimensional and 
consists of 3 factors: (i) a fear of displaying publicly observable 
symptoms, (ii) a fear of losing cognitive control and (iii) a fear of bodily 
sensations. Taylor et al. (1996) analysed the relationships between 
these factors and depression-related symptoms to reveal that whilst 
factors (i) and (iii) were correlated with anxiety-related measures, 
factor (ii) appeared to represent a depression-specific form of AS, 
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which correlated with depression- but not with anxiety-related 
symptoms. Furthermore, Watt & Stewart (2008) demonstrated that 
when AS was specifically targeted in a 3-day CBT program symptoms 
of depression were effectively reduced alongside levels of AS. Together 
these results suggest that AS may be more accurately conceptualised 
as a transdiagnostic rather than diagnosis-specific construct, and 
represents an important target for change across a range of emotional 
disorders. 
 
2.5.7 Perfectionism  
 
A second temperamental construct is perfectionism, which has been 
defined as an “…overdependence of self-evaluation on the determined 
pursuit of personally demanding, self-imposed standards in at least 
one highly salient domain, despite adverse consequences” (Shafran, 
Cooper & Fairburn, 2002, p778). Perfectionism has been linked to the 
aetiology and maintenance of various disorders (Shafran & Mansell, 
2001) including depression (Sassaroli et al., 2008) and anxiety 
disorders such as OCD, SAD and PD (Antony, Purdon, Huta & 
Swinson, 1998). Furthermore, in a sample of adults with anxiety and 
depression (n=345) Bieling, Summerfeldt, Israeli & Antony, (2004) 
found that the co-occurrence of these disorders was associated with 
increased scores on a robust measure of perfectionism (the 
Multidimensional Perfectionism Scale; Frost, Marten, Lahart, & 
Rosenblate, 1990).  
 
Research has also indicated that if left untreated perfectionism can 
impact negatively on treatment outcomes for anxiety and depression. 
For instance, in a small sample of participants with SAD (n=24) 
Lundh and Ost (2001) found that treatment non-responders scored 
significantly higher on a self-report measure of perfectionism at pre-
treatment. Similarly, Blatt, Quinlan, Pilkonis, & Shea (1995) found 
that high levels of perfectionism predicted poorer treatment outcomes 
at post treatment and 18-month follow-up (Blatt et al., 1998) among 
participants with depression.  There are a number of potential 
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mechanisms through which the literature suggests that perfectionism 
may interfere here, including disrupting therapeutic alliances (Zuroff 
et al., 2000), and predicting a poorer ability to cope with life stressors 
and a restricted social network (Shahar et al., 2005). The culmination 
of evidence implicating perfectionism with various psychopathologies 
suggests that perfectionism is best conceptualised as a 
transdiagnostic process (Egan, Wade & Shafran, 2011).  
 
2.5.8 Intolerance of uncertainty 
 
Intolerance of uncertainty (IU) relates to the tendency to view 
potential future negative events as threatening and intolerable, 
irrespective of the actual probability of them occurring (Koerner & 
Dugas, 2008). IU is most commonly known to be a vulnerability factor 
for GAD (Laugesen, Dugas & Bukowski, 2003). However, a growing 
body of research suggests that this construct is associated with 
numerous other emotional disorders including OCD (Steketee, Frost 
& Cohen, 1998), PD (McEvoy & Mahoney, 2011), SAD (Carleton, 
Collimore, & Asmundson, 2010) and depression (Miranda, Fontes & 
Marroqui’n, 2008). McEvoy and Mahoney (2012) present evidence to 
suggest that IU partially mediates the association between 
neuroticism and symptoms of GAD, OCD, SAD, PD and depression.  
Mahoney and McEvoy (2012) examined the extent to which adults 
with anxiety and depression endorsed items on the Intolerance of 
Uncertainty Scale-12 (Carleton, Norton & Asmundson, 2007).  
Participants (n=218) were screened using the Anxiety Disorders 
Interview Schedule (ADIS) and 75% of the sample met criteria for 2 or 
more mood disorders. The results revealed higher levels of IU 
amongst those with comorbid versus single emotional disorders. 
Although further research is needed to clarify the causal links 
between IU and mood disorders, these findings suggest that IU may 
be better conceptualised as an important transdiagnostic maintaining 




2.5.9 Summary of transdiagnostic factors 
 
Overall, this body of research proposes that there are several 
cognitive, behavioural and temperamental processes that may be 
considered ‘transdiagnostic’, which is in line with the idea that 
anxiety and depression have shared rather than distinct 
psychopathologies. Furthermore, these findings suggest that 
emotional disorders may be better addressed using a single rather 
than multiple set of therapeutic principles, which target common 
rather than distinct maintaining processes.  
 
2.6 tCBT protocols 
 
To date several independently developed tCBT protocols exist for the 
treatment of emotional type disorders (see Table 2 for a summary). 
The vast majority of these have been designed to be applied to 
heterogeneous anxiety disorders and be delivered in a group format 
(Erikson, 2003; Garcia, 2004; Larkin, Waller & Combs-Lane, 2003; 
Schmidt, 2003; Norton & Hope, 2005). However, more recently tCBT 
protocols aimed at both anxiety and depressive disorders have been 
developed (McEvoy & Nathan, 2007; Barlow et al., 2011) and 
delivered in computerised formats over the Internet (Anxiety Program, 
Titov et al., 2010; Wellbeing Program; Titov et al., 2011). This 
proliferation of tCBT protocols has led to a burgeoning of research 
interest and demonstrable utility in this area. The content and 
treatment emphasis of each tCBT protocol is briefly described in the 
next two sections (2.7 and 2.8) along with related research examining 
their efficacy. Section 2.9 then introduces Barlow et al.’s (2011) UP 
for emotional disorders, and presents its emerging empirical support 
together with the reasons why this protocol was selected for 




2.7 tCBT protocols for anxiety disorders 
 
2.7.1 Erikson’s (2003) protocol 
 
Erikson (2003) developed a 12-week, group tCBT protocol for 
participants with GAD, PD, AG, SAD and/or PTSD. Erikson (2003) 
examined the original protocol in an uncontrolled trial with 
participants with GAD, SAD, PD, AG and/or PTSD and achieved 
significant reductions on all self-reported measures of anxiety (Brief 
Symptom Inventory; Derogatis, 1993, Fear and General Symptom 
Questionnaire; Hallam & Hafner, 1978), which were maintained at 6-
month follow-up. However, there were significant limitations to this 
uncontrolled study including an unrepresentative sample (76% 
female), and the uncontrolled use of concurrent psychotropic 
medication by 96% of the sample and the follow-up data being based 
on only 31% of the sample.  
 
Erikson, Janeck and Tallman (2007) examined the efficacy of a 
revised version of this protocol for participants with any anxiety 
disorder except those ‘NOS’. Erikson et al. (2007) randomly assigned 
152 participants to either immediate group tCBT treatment or a 
waitlist control (WLC) group. The results indicated that those 
receiving the tCBT intervention achieved a significant reduction in 
their scores on the Beck Anxiety Inventory (BAI; Beck & Steer, 1990), 
relative to the control group. This improvement was maintained at 6-
month follow-up and equivalent to a medium effect size (d=.50). The 
main shortcomings of this study were its reliance on one self-report 
questionnaire (BAI; which focuses on physiological aspects of anxiety 
and so may not be equally sensitive to all anxiety disorders; Cox, 
Cohen, Direnfeld & Swinson, 1996) and placing no restrictions on 
receiving concurrent pharmacological or psychological treatment. 
Interestingly, the authors (Erikson et al., 2007) also criticised the 
revised protocol claiming that it presented too much information and 




2.7.2 Larkin et al.’s (2003) protocol 
 
Larkin et al. (2003) developed an 8-week, group tCBT protocol aimed 
at alleviating all the major anxiety disorders apart from OCD and 
PTSD. Larkin et al. (2003) presented unpublished outcome data from 
an uncontrolled trial at a national conference (details taken from 
Norton & Philip, 2008). Twenty-five treatment completers 
demonstrated significant reductions in both self- and clinician-rated 
measures of anxiety and overall functioning at post-treatment. 
However, this was an uncontrolled study with no follow-up, and 
limited diagnostic applicability, therefore the findings lack 
generalisability and rigour.  
 
2.7.3 Garcia’s (2004) protocol 
 
Garcia (2004) has also developed an 8-week, group tCBT protocol 
targeting any anxiety disorder. Garcia (2004) published outcome data 
from an uncontrolled trial where 19 ‘treatment completers’ (who 
attended over 50% of the sessions) were compared with 25 
participants who either attended none (n=4) or less than 50% of the 
sessions (n=20).  Garcia (2004) reported that the treatment 
completers demonstrated significant reductions in self-reported 
anxiety and depression at post-treatment compared to the ‘non-
completers’. Treatment completers were also more likely to be 
discharged from the service (74% vs. 28%) and have reduced 
anxiolytic use (44% vs. 11%) at 1-year follow-up, however, no data on 
self-reported anxiety and depression was collected at this time-point, 
so it is not known whether symptom reductions were maintained.   
Furthermore, participant diagnoses were not formally assessed and 
participants were not required to meet diagnostic criteria for an 
anxiety disorder to be included in the study, therefore the severity of 




2.7.4 Schmidt & Woolaway-Bickel (2002) protocol 
 
Schmidt & Woolaway-Bickel (2002) created a 10-week, group tCBT 
protocol (False Safety Behavior Elimination Therapy; F-SET) 
exclusively for individuals suffering with GAD, SAD and/or PD. 
Schmidt et al. (2012) then examined the efficacy of this protocol, 
randomly allocating 96 participants to either the F-SET or a WLC 
group. Schmidt et al. (2012) demonstrated that those receiving the 
tCBT intervention achieved significant reductions on post-treatment 
measures of anxiety and depression, which were maintained at 6-
month follow-up. Furthermore, post-treatment effect sizes fell within 
the very large range for anxiety measures (d =1.31 to 1.62) and 
medium range for depression measures (d = 0.70), despite the 
protocol not including any depression-specific techniques. However, 
along with the limited diagnostic applicability of this protocol, there 
were several key methodological limitations to Schmidt et al.’s (2012) 
study. For instance, medication doses and concurrent CBT were not 
controlled during the follow-up phase, therefore it is possible that 
treatment gains may have been maintained by the initiation of new 
treatments during this period. Furthermore, clinicians completing the 
follow-up assessments were not blind to the participant’s 
experimental group, and therefore the maintenance of treatment 




Table 2: Summary of treatment studies examining tCBT protocols for anxiety and/or depressive disorders 
 
























+ Significant reductions on 
self-reported measures of 
anxiety and related 
avoidance 
+ Gains maintained at 6-
month follow-up. 
- Uncontrolled study 
- Unrepresentative sample 
(76% female) 





- Follow-up data based on 
31% of sample (n=22) 














Revised version of 
Erikson (2003) with 
removal of 
assertiveness skills 
and more cognitive 
restructuring  
+ Significant reductions on 
BAI relative to WLC group 
+ Gains maintained at 6-
month follow-up. 
- Data based exclusively on 
1 outcome measure 





















exposure & relapse 
prevention 
+ Significant reductions on 
measures of anxiety and 
overall functioning at post-
treatment. 
- Uncontrolled study 
- No follow-up data 
- Limited diagnostic 
applicability 

























+ Significant reductions in 
anxiety and depression at 
post-treatment compared 
to the ‘non-completers’.  
+ Treatment completers more 
likely to be discharged 
from the service and have 
reduced anxiolytic use at 
- Uncontrolled study 
- No follow-up data on self-
reported anxiety and 
depression symptoms 
- Participants did not need 
to meet diagnostic criteria 

































+ Significant reductions in 
anxiety and depression at 
post-treatment compared 
to WLC group. 
+ Gains maintained at 6-
month follow-up. 
+ 12-week stabilisation of 
medication doses required 
 
- Unrepresentative sample 
(72% female) 
- Limited diagnostic 
applicability 
- Medication stability and 
concurrent CBT not 
controlled during follow-up 
phase 
- Clinician-assessors not 
blind to experimental 
condition at follow-up 
assessment 























+ 67% of the intervention 
group saw the severity of 
their anxiety disorders 
reduce to subclinical levels, 
compared to 0% of the 
WLC group.  
+ Participants with a 
secondary depression 
diagnosis (35%) noted a 
significant decrease in 
depressive symptoms and 
overall depression severity 
compared to WLCs. 
- Small sample size 
- Only a very small 
proportion of the sample 
had a secondary depressive 
disorder and could be 
included in this analysis 
(n=8; 35%). 
- No follow-up data 









See Norton & Hope 
(2005) 
+ Significant reductions in 
self-reported anxiety 
symptoms pre- to post-
treatment 
+ No evidence of differential 
improvement between 
those with a single or 
- Uncontrolled study 
- No follow-up data 
- Principal diagnoses mainly 
limited to SAD (48%) and 
PD (42%) 




concurrent mood disorder.  
+ Achieved similar effect size 
(d=1.68) to disorder-
specific CBT for anxiety 
disorders 















See Norton & Hope 
(2005) 
+ Significant but equivalent 
improvement in anxiety 
symptoms achieved across 
the two conditions 
+ tCBT associated with less 
drop-out (29.7%) than the 
relaxation intervention 
(57.1%). 
-  High rates of attrition 
- No follow-up data 
- Principal diagnoses mainly 
limited to SAD (43%), PD 
(35%) and GAD (17%) 
 
Titov et al. 
(2010) 
Titov et al. 
(2010) 
86 Anxiety  RCT/ 
IT 












training & relapse 
prevention.  
+ 40% of the treatment group 
were classified as in 
remission at post-
treatment, compared to 
just 8% of the WLC group. 
+ Significant reduction in 
scores on disorder specific 
measures for GAD, SAD 
and PD at post-treatment 
in the treatment group.  
+ However, when compared 
to the WLC group, only a 
significant reduction in 
diagnosis-specific scores 
found for participants with 
PD 
- Limited therapeutic 
content 
- Restricted diagnostic 
applicability 
- Non-active control 
condition 
Titov et al. 
(2011) 




















+ Significant reductions in 
self-reported symptoms of 
anxiety and depression, 
equivalent to a medium 
between-group effect size 
(d=0.55), relative to the 
- Insufficient sample size to 
establish effect of comorbid 
diagnoses. 
- No follow-up data for WLC 
group 






WLC group.  
+ Comorbid mood disorders 
reduced considerably from 
87% to 31% at 3-month 
follow-up in the treatment 
group. 
























+ Significant reductions in 
self-reported anxiety and 
depression 
+ Gains maintained at 1-
month follow-up 
+ Equivocal effect sizes and 
reliable change indices 




- Uncontrolled study 
- Treatment adherence not 
monitored or assessed 
- Short follow-up period, 
35% drop-out at follow-up 
and no comparison data 
limit reliability of follow-up 
data 




Ellard et al., 
(2010) 

















+ Significant pre-to post-
treatment reductions in 
anxiety and depression 
symptoms 
+ 56% achieved ‘responder 
status’ and 33% HESF at 
post-treatment  
- Uncontrolled study 
- Small sample size 
- No follow-up data 
 Ellard et al., 
(2010) 







Revised version of 





on adaptive nature 
of emotions, plus 
+ Significant pre-to post-
treatment reductions in 
anxiety and depression 
symptoms 
+ Proportion of participants 
achieving ‘responder 
status’ increased from 56-
73% and HESF from 33-
- Uncontrolled study 











+ HESF increased further 
still at 6-month follow-up 
to 69% 
 Farchione et 
al., (2012) 







Revised version of 
Barlow et al., (2011) 
+ Significant reductions in 
diagnostic severity for both 
principle and comorbid 
disorders, self-reported 
symptoms of anxiety and 
depression, and clinician-
rated measures of 
functional impairment, 
relative to WLC. 
+ Significantly more 
participants achieving 
HESF (50%), subclinical 
status for their primary 
disorder (52%) and 
treatment responder status 
(59%) compared to WLCs 
(0% in all cases) at post-
treatment.  
+ Treatment gains further 
increased at 6-month 
follow-up 
- Small sample size 
- Treatment fidelity not 
evaluated 
- Non-active control 
condition 
 Ehrenreich 










Adapted version of 
Barlow et al., (2011) 
- language and 




+ Significant reductions in 
anxiety and depression 
symptoms at post-
treatment 
+ Treatment gains further 
increased at 6-month 
follow-up 
- Uncontrolled study 
- Very small sample size 
- Sample predominantly 























Based on Barlow et 








Consider how I feel 
(sessions 1-4), Look 
at my thoughts 
(session 5), Use 
detective thinking 
(sessions 6-7), 
Experience my fears 
and feelings 
(sessions 8-14), and 
Stay healthy and 
happy (session 15). 
+ Significant and clinically 
meaningful reductions in 
diagnostic severity and 




+ 73% of the sample were 
classified as ‘treatment 
completers’ 
+ Majority of parents and 
children indicated a high 
degree of satisfaction with 
the intervention 
- Uncontrolled study 
- Small sample size 
- Study limited to children 
with a principal anxiety 
disorder and only 4 anxiety 
disorders represented in 
the sample (GAD, SAD, SP, 




Ellard et al., 
(2012) 










See Ellard et al., 
(2010) 
+ Promising reductions on 
self- and clinician-rated 
measures of mania, 
anxiety, depression and 
global impairment. 
- Uncontrolled study 
- Very small sample size 
- No follow-up data 
Notes: CS = case series; RCT = randomised controlled trial; UCT = uncontrolled trial; WLC = waiting list control; GRP = group; IT = internet; IND = individual; HESF = high end 
state functioning; BAI = beck anxiety inventory; GAD = generalised anxiety disorder; SAD = social anxiety disorder; PD = panic disorder; AG = agoraphobia; PTSD = post-
traumatic stress disorder; NOS = not otherwise specified; -- = outcome data not currently available; * = UCT whereby the mean standardised difference (MSD) was calculated as 
the difference between the post- and pre-treatment scores divided by the post-treatment SD (the MSD for the RCT studies was calculated using the difference in outcome score 





2.7.5 Norton & Hope’s (2005) protocol 
 
Amongst all the tCBT protocols for anxiety developed to date, Norton 
and Hope’s (2005) has received the most attention. Norton and Hope 
(2005) developed a 12-week, group tCBT protocol for a range of 
anxiety disorders, which consists of 2.5-hour sessions attended by 6 
to 8 participants. In an initial trial, the authors randomly allocated 23 
participants with a wide range of anxiety disorders to either the 12-
week group intervention or a WLC group. Results indicated that when 
compared to the WLC group, 67% of the intervention group saw the 
severity of their anxiety disorders reduce to subclinical levels. 
Moreover, in a subsequent analysis of Norton and Hope’s (2005) data, 
Norton, Hayes and Hope (2004) revealed that whilst the 
transdiagnostic treatment did not utilise any specific depression 
techniques, participants with a secondary depression diagnosis (35%) 
noted a significant decrease in depressive symptoms and overall 
depression severity compared to WLCs. This finding is consistent with 
the notion that anxiety and depression have a shared underlying 
structure (Clark & Watson, 1991), and illustrates the utility of 
transdiagnostic approaches to comorbid mood disorders. However, 
this finding requires replication with a larger sample in order to 
assert this claim more confidently as only a very small proportion of 
the sample had a secondary depressive disorder and could be 
included in this analysis (n=8; 35%).  
 
In an open trial Norton (2008) further examined this 12-week group 
tCBT intervention. The sample comprised 52 participants with an 
anxiety disorder, 48% of whom had a primary diagnosis of SAD, 42% 
had a primary diagnosis of PD and 56% had a comorbid anxiety or 
depressive disorder. Norton’s (2008) session-by-session analysis of 
self-reported anxiety symptoms revealed that participants tended to 
improve over treatment, and there was no evidence of differential 
improvement between those with a single or concurrent mood 
disorder. Furthermore, Norton (2008) achieved a similar effect size 
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(d=1.68) to that reported in a meta-analytic review of disorder-specific 
CBT for anxiety disorders (Norton & Price, 2007). Although, these 
initial findings were encouraging, the trial was uncontrolled, did not 
produce follow-up data and mainly consisted of individuals with SAD 
or PD. Therefore the causal attribution, persistence and 
generalisability of the results could not be established.  
 
Norton (2012) further scrutinised this protocol by comparing it to 
another psychological intervention; a 12-week relaxation training 
program. Eighty-seven participants with any anxiety disorder were 
randomly allocated to either condition. The comparison revealed 
significant but equivalent improvement in anxiety symptoms across 
the two conditions. However, the relaxation training intervention was 
associated with a higher dropout rate (57.1%), which suggests that it 
may have been relatively less acceptable to participants than the 
tCBT intervention (29.7%). The causes of these high rates of attrition 
are unclear, although participants do not appear to have withdrawn 
due to symptom relief, as self-reported anxiety symptoms remained 
elevated (Norton, 2012). Again, this study did not collect follow-up 
data and consisted of participants from a narrow range of anxiety 
disorders (SAD, PD & GAD), therefore the persistence and 
generalisability of the results could not be established. Furthermore, 
there was no placebo-control condition meaning that the relative 
specific and non-specific contributions of these interventions could 
not be examined.  
 
2.7.6 Titov et al.’s (2010) Anxiety Program protocol 
 
Titov et al. (2010) created the Anxiety Program; the first tCBT internet 
protocol for individuals with PD, SAD and/or GAD. Each session is 
designed to be completed weekly and is accompanied by a summary 
and related homework assignment. In a RCT Titov et al. (2010) 
randomly allocated 86 participants to either a treatment or WLC 
group. Intention-to-treat analyses revealed that 40% of the treatment 
group were classified as in remission, compared to just 8% of the 
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control group at post-treatment. Overall the treatment group also 
demonstrated a significant reduction in scores on disorder specific 
measures for GAD (Generalized Anxiety Disorder – 7 item; GAD-7), 
SAD (Social Phobia Screening Questionnaire; SPSQ), and PD (Panic 
Disorder Severity Scale – Self Report Scale; PDSS-SR) at post-
treatment. However, when compared to the control group, there was 
only a significant difference found for participants with PD on the 
PDSS-SR, which suggests that the Anxiety Program is not as effective 
at relieving anxiety symptoms relative to existing disorder-specific 
internet programs for these disorders (Titov et al., 2009; Titov, 
Andrews & Schwencke, 2008).  
 
2.7.7.  Summary of tCBT protocols for anxiety disorders 
 
In summary, each of the tCBT protocols reviewed above appear to 
deliver promising results for individuals with anxiety disorders and 
studies evaluating these protocols suggest that tCBT is associated 
with symptom relief and achieve better outcomes than WLCs. 
Furthermore, whilst more research is required, some evidence 
suggests that tCBT can achieve similar outcomes for individuals with 
comorbid anxiety disorders and equivocal effect sizes to anxiety 
disorder-specific CBT protocols (Norton, 2008). However, although 
these findings are encouraging, most of these protocols were 
evaluated with uncontrolled research designs (Erikson, 2003; Larkin 
et al., 2003; Garcia, 2004; Norton, 2008; so it cannot be ruled out 
that factors other than the intervention contributed to symptom 
improvement), and did not collect reliable follow-up data (Erikson, 
2003; Larkin et al., 2003; Garcia, 2004; Norton & Hope, 2005; 
Norton, 2008; Norton, 2012) so the persistence of treatment gains 
over time is unknown. Moreover, their utility to older people with 
emotional disorders is greatly restricted as all of these protocols are 
designed to be delivered in a group format (or over the Internet; Titov 
et al., 2010), which can present barriers and (Barrowclough et al., 
2001) and poorer outcomes (Engles & Verney, 1997) for older people. 
They are also only applicable to (or been evaluated with) a narrow 
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subset of anxiety disorders (Erikson, 2003; Larkin et al., 2003; 
Schmidt & Woolaway-Bickel, 2002; Norton & Hope, 2005) therefore 
offer little utility to a population where anxiety and depression tend to 
co-occur (Beekman et al., 2000).  
 
2.8 tCBT protocols for anxiety and depressive disorders 
 
2.8.1 Titov et al.’s (2011) Wellbeing Program protocol 
 
Titov et al. (2011) later developed and extended the Anxiety Program 
to create the Wellbeing Program; an 8-session internet program for 
individuals with depression and/or anxiety (PD, SAD, and GAD). Titov 
et al. (2011) recruited 72 participants to examine the efficacy of the 
Wellbeing Program in a RCT and demonstrated that relative to a WLC 
group, those allocated to the treatment group achieved significant 
reductions in self-reported symptoms of anxiety and depression, 
equivalent to a medium between-group effect size (d=0.55). 
Furthermore, the number of participants in the treatment group with 
comorbid mood disorders reduced considerably from 87 to 31% at 3-
month follow-up. However, although the sample size was sufficient to 
detect between-group differences, it was insufficient to establish the 
effect of comorbid diagnoses (Titov et al., 2011). Other limitations 
were that the diagnostic assessors were not blind to the experimental 
condition and participants in the control group were not assessed at 
follow-up, both of which could have biased the results.  
 
2.8.2 McEvoy & Nathan’s (2007) protocol 
 
McEvoy & Nathan (2007) created an 11-week, group tCBT protocol for 
people with anxiety and depression. McEvoy & Nathan (2007) 
recruited 143 participants (21% with an anxiety disorder, 27% with a 
depressive disorder and 52% with a comorbid anxiety and depressive 
disorder) to examine the efficacy of their protocol. The results 
revealed significant reductions in self-reported anxiety and 
depression, which were maintained at 1-month follow-up and 
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equivocal effect sizes and reliable change indices when compared to 
methodologically similar disorder-specific treatment studies.  
However, the short duration of and drop-out (35%), which occurred 
during the follow-up period, plus the lack of comparison data limit 
the reliability and validity of the follow-up data. Furthermore, 
adherence to the treatment protocol was not assessed, which 
threatens the internal validity of the study.   
 
2.8.3  Summary of tCBT protocols for anxiety and depressive disorders 
 
There are far fewer tCBT protocols available that are applicable to 
both anxiety and depressive disorders, and only one of these is 
designed to be delivered face-to-face (McEvoy & Nathan, 2007), 
although this in a group format, which is a less feasible and effective 
format to be delivered with older people (see section 2.7.7). 
Furthermore, although McEvoy & Nathan’s (2007) protocol achieved 
promising outcomes on self-reported anxiety and depression 
symptoms, the only study to examine its efficacy lacked 
methodological rigour on several fronts (uncontrolled, treatment 
adherence not assessed, unreliable follow-up data) and therefore 
further research is required before the efficacy of this protocol can be 
established and successfully adapted to other audiences.  
 
2.9 Barlow et al.’s (2011) Unified Protocol (UP) 
 
Barlow et al. (2011) have developed an individualised tCBT protocol 
designed to be applicable to both anxiety and depressive disorders. 
The UP distils traditional, empirically supported CBT techniques and 
incorporates these with principles of emotional regulation and 
dysregulation (Wilamowska et al., 2010). The UP comprises 4 main 
treatment components: (1) psychoeducation about emotions and 
behaviour; (2) changing misappraisals about probabilities and 
consequences of negative experiences; (3) preventing avoidance of 
negative emotion triggers; and (4) modifying emotion-driven 
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behaviours (e.g. hypervigilance, withdrawal). For a more in depth 
description of the protocol refer to section 3.6.  
 
2.9.1  Advantages of using the UP 
 
In Clark’s (2009) discussion of tCBT he delineates the UP from the 
other tCBT protocols outlined above and states that it offers the most 
coherent and theory driven protocol for the treatment of emotional 
disorders. Clark (2009) argues that most other tCBT protocols (e.g. 
Norton & Hope, 2005, Erickson et al., 2003) assume an atheoretical 
and practical approach; combining CBT strategies from disorder-
specific protocols, whilst not attempting to target the shared 
psychological processes or underlying vulnerabilities to emotional 
disorders. Other benefits to using the UP include that it is explicitly 
designed to alleviate both anxiety and depressive disorders (as 
opposed to a subset of anxiety disorders), and therefore is likely to be 
more appropriate for adaptation to an older audience in which these 
disorders are highly comorbid. The UP is also delivered in an 
individual (as opposed to a group) format, which is often preferable 
for older people, where mobility, financial and caring concerns can 
restrict access to groups. In contrast, individually delivered 
treatments can be provided more flexibly and within the person’s 
home. The emerging research examining the efficacy of the UP with 
working-age people is also strong, as detailed in the next section. 
 
2.9.2  Research examining the efficacy of the UP 
 
Ellard et al. (2010) presented data from 2 open, clinical trials. An 
open (as opposed to a randomised-controlled) trial does not include a 
control-group comparison, thereby fails to control for the validity 
threats of spontaneous remission. Therefore, the extent to which the 
UP reduced symptoms beyond no intervention here is unknown. The 
first trial examined an initial version of the UP with 15 participants 
with heterogeneous anxiety and depressive disorders. Participants 
had an average of 1.94 diagnoses at pre-treatment (SD=0.64, range 1 
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to 3) including GAD (n=7), SAD (n=8), OCD (n=5), PD (n=4), PTSD 
(n=1), HA (n=2), SP (n=1), major depression (n=5) and dsythmia (n=2). 
Results from the first trial demonstrated significant pre- to post-
treatment improvements in anxiety and depression symptoms. At 
post-treatment, 56% of participants achieved responder status 
(defined by a 30% or more decrease on at least 2 outcome measures) 
and 33% high end-state functioning (HESF) on principle diagnoses 
(defined by no longer meeting criteria for their principle diagnosis and 
scoring within the non-clinical range on at least 1 outcome measure). 
In terms of post-treatment effects on comorbid diagnoses, 71% of 
participants achieved responder status and 50% HESF. These initial 
findings were promising, albeit modest and would have benefited from 
the additional collection of follow-up data A series of protocol 
modifications followed including some reordering treatment concepts, 
increased emphasis on the adaptive nature of emotions (session1), 
the inclusion of motivation enhancement techniques, and in-session 
mindfulness and mood-induction exercises.  
 
In a second trial Ellard et al. (2010) examined this revised version of 
the UP with a demographically comparable sample of 15 participants 
again with heterogeneous anxiety and depressive disorders including 
GAD (n=6), SAD (n=8), OCD (n=5), PD (n=4), HA (n=1), SP (n=2), 
anxiety disorder NOS (n=1), major depression (n=2) and dsythmia 
(n=1). Results from the second trial again demonstrated significant 
pre- to post-treatment improvements in anxiety and depression 
symptoms The percentage of participants achieving responder status 
and HESF at post-treatment rose from 56 to 73%, and 33 to 60% 
respectively. At 6-month follow-up the percentage of responders (85%) 
and those classified with HESF (69%) increased further still. In terms 
of comorbid diagnoses, there was a slight decrease in the percentage 
of participants achieving responder status at post-treatment (from 71 
to 64%), but this was surpassed at 6-month follow-up (80%). There 
was also an increase in participants with comorbid diagnoses 
achieving HESF at post-treatment (from 50 to 64%), however this 
returned to 50% at 6-month follow-up. Despite the methodological 
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shortcomings of these uncontrolled and underpowered studies, the 
adaptations made to the UP appear to have enabled substantially 
greater outcomes for individuals with anxiety and depression. 
 
Most recently, Farchione et al. (2012) evaluated the effectiveness of 
Ellard et al.’s (2010) revised version of the UP in an RCT. Thirty-seven 
people with a principle anxiety disorder were randomly assigned to 
receive individual tCBT either immediately or following a 16-week 
delay. The average number of diagnoses at pre-treatment was 2.16 
(SD=1.19, range 1 to 5) and about a third of the sample (32%) had a 
comorbid depressive disorder (18% of the tCBT condition and 14% of 
the WLC condition). In comparison to those in the delayed treatment 
condition, those receiving tCBT achieved significant reductions in 
diagnostic severity for both principle and comorbid disorders, self-
reported symptoms of anxiety and depression, and clinician-rated 
measures of functional impairment. Furthermore, the tCBT condition 
resulted in significantly more participants achieving HESF (50%), 
subclinical status for their primary disorder (52%) and treatment 
responder status (59%) compared to the WLC group (0% in all 3 
cases) at post-treatment. These gains increased at 6-month follow-up 
from 50 to 64% for HESF, 52 to 71% for subclinical status and 59 to 
71% for responder status. Importantly, there were no significant 
differences between the proportion of participants with different 
principle diagnoses achieving HESF, subclinical or responder status, 
which suggests that the UP is equally effective across the emotional 
disorders, although a larger sample size would be needed to confirm 
this. Farchione et al. (2012) also reported that the 67% of those 
participants with a comorbid depressive disorder achieved HESF, 
subclinical and responder status at post-treatment, rising to 89% at 
6-month follow-up. However, treatment fidelity was not examined 
here so it is not certain that each therapist consistently delivered the 
UP with each participant.  
 
Altogether these robust findings suggest that the UP can achieve an 
efficacious impact on comorbid emotional disorders, however, 
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replication with a larger sample is required. To this end the Barlow 
group is currently conducting a large, non-inferiority clinical trial 
directly comparing the UP to disorder-specific CBT protocols. The 
results of this trial will help to establish whether the UP is equally 
efficacious to the established disorder-specific protocols for the 
treatment of anxiety and depressive disorders.  
 
2.9.3  Adaptations and applications of the UP to other populations 
 
The UP is also gathering promising evidence in terms of its feasibility, 
acceptability and preliminary outcomes when adapted and applied to 
other populations, including children, adolescents and adults with 
Bipolar depression. Ehrenreich et al. (2009) first modified and applied 
the UP to three adolescents (aged 12-16 years) with anxiety and 
depressive symptoms. These initial modifications were purposefully 
minimal in order to be faithful to the UP's theoretical focus and to 
systematically identify areas requiring more extensive modification. 
Ehrenreich et al.’s (2009) initial modifications centred around making 
the language and examples more developmentally appropriate, and 
facilitating parents' participation in and understanding of the 
treatment through 2 additional parent sessions.  The application of 
this revised protocol yielded a reduction in anxiety and depression 
symptoms at post-treatment, and most notably at 6-month follow-up. 
Following this preliminary investigation Ehrenreich and Barlow 
(2007) further modified the UP for the treatment of emotional 
disorders in Youth (UP-Y) ahead of a planned open trial. 
 
Ehrenreich-May and Bilek (2012) examined the utility of extending 
the UP to younger children (aged 7-12 years) with emergent anxiety 
and depressive symptoms through the creation of the Emotion 
Detectives Treatment Protocol (EDTP); a 15-session tCBT group 
program. Whilst this protocol retains the core principles of the UP it 
differs considerably in terms of its structure and approach, and 
places a greater emphasis on emotion education and parental 
involvement. Bilek and Ehrenreich-May (2012) examined the 
  
58 
feasibility, acceptability and preliminary post-treatment outcomes of 
the EDTP in an open trial with 22 children with a principal anxiety 
disorder and secondary depressive symptoms. The authors utilised 
child and parent versions of self-report questionnaires for anxiety and 
depression and a post-treatment questionnaire to capture changes in 
symptomology and treatment satisfaction. In terms of efficacy, 
intention-to-treat analyses revealed significant and clinically 
meaningful reductions in overall diagnostic severity and child-
reported anxiety and parent-reported depressive symptoms from pre- 
to post-treatment. Pre to post-treatment reductions in child-reported 
depression and parent-reported anxiety symptoms were also achieved 
however these were not statistically significant. In terms of 
acceptability, 73% of the sample were classified as treatment 
completers (defined as attending 11 or more sessions) and the 
majority of parents and children indicated a high degree of 
satisfaction with the intervention on the post-treatment 
questionnaire. Overall these findings suggest that it is feasible to 
usefully adapt the UP to children and adolescents and achieve 
promising and meaningful changes to anxiety and depression 
symptoms.   
 
Finally, in a preliminary clinical replication series Ellard et al. (2012) 
examined the efficacy of applying the UP (without modification) to 3 
adults with Bipolar and comorbid anxiety disorders. The outcomes 
suggested that this application was both feasible and acceptable and 
led to promising reductions on self- and clinician-rated measures of 
mania, anxiety, depression and global impairment. Further research 
using randomised controlled designs are needed though before the 




The UP has not yet been adapted and applied to an older audience, 
however it possesses several advantages over both traditional 
disorder-specific CBT protocols and other tCBT protocols that are 
  
59 
particularly relevant to older people (individual format, tackles 
comorbid emotional disorders). Research evidence examining the 
efficacy of the UP with working-age people is promising and achieved 
good outcomes in terms of comorbid diagnoses and HESF. 
Furthermore, preliminary attempts to adapt the UP to a younger 
audience (Ehrenreich et al., 2009; Bilek & Ehrenreich-May, 2012) 
and adults with anxiety and Bipolar disorder (Ellard et al., 2012) have 
proved useful and encouraging in terms of ratings of efficacy, 
acceptability and feasibility. These together suggest that the UP also 
has the potential to be successfully adapted and applied to an older 
audience. The next section outlines examples of the practical and 
conceptual issues it may be important to consider when adapting and 
applying the UP to an older audience.  
 
2.10 Adaptations for older people 
 
The older adult population is believed to represent the least 
homogenous cohort of all the age groups (Laidlaw, 2001), containing 
at least two generations (Zeiss & Steffen, 1996) and some argue more 
disparities than similarities (Dick & Gallagher-Thompson, 1995). 
Therefore, reaching a consensus on whether and how to adapt CBT-
type interventions for older people is not straightforward. Whilst some 
older people may require minimal adaptation, others will require 
considerably more and what may be required for some, could be 
inappropriate for others. Despite this challenge, various practical and 
conceptual modifications have been suggested, which are helpful to 





2.10.1  Practical adaptations 
 
Setting  
CBT is traditionally delivered in out-patient settings, however, the 
higher incidence of physical health and mobility issues can restrict 
older people's ability to travel. Barrowclough et al. (2001) argue that 
where possible older people’s access to psychological therapies should 
be facilitated by services offering flexibility and the possibility of 
seeing people in their own homes.  
 
Format 
There are divergent views as to whether older people benefit most 
from CBT delivered in a group or an individual format. On the one 
hand Wetherell, Gatz and Craske (2003) argue that group formats 
provide additional benefits to older people who may be socially 
isolated. However, others have questioned whether this stance 
represents a stereotypical assumption of older people (Charlesworth 
& Greenfield, 2004). Furthermore, in a meta-analysis of CBT trials for 
late-life depression Engles and Verney (1997) reported that older 
people achieved better outcomes when they received CBT individually 
rather than in a group.  
 
Cognitive changes 
Cognitive functioning changes with age and can occur due to 
medication side effects, however, these changes develop at variable 
rates and are not universal. Overall, there appears to be a general, 
but significant decline in working memory, selective attention (Evans, 
2007) and ‘Fluid intelligence’ (Gf; our ability to attain and analyse 
new information), coupled with an increase in ‘Crystalised 
intelligence’ (Gc; our ability to employ accrued knowledge skills and 
experience; O’Brien, 1999). As a general rule of thumb Evans (2007) 
suggests that where cognitive changes are evident it can be helpful to 
present new information in different formats (e.g. written, visual etc), 






The incidence of sensory impairment also increases with age, the 
most common being a decline in hearing and sight. It is important to 
tackle any sensory issues that may impede an older person’s ability to 
engage in sessions and homework assignments. This may involve 
exploring and challenging any perceived discomfort or negative beliefs 
associated with using hearing or visual aids (Van den Brink, Wit, 
Kempen & Heuvelen, 1996). Where the use of aids are insufficient, 
large print handouts and tape recordings can be used to facilitate 
engagement.   
 
Homework 
Homework assignments represent an important element within CBT 
protocols due to research evidence that suggests a robust correlation 
between client’s homework compliance and subsequent treatment 
outcomes (e.g. Burns & Spangler, 2000), and enhanced treatment 
outcomes for CBT utilising homework assignments (effect size r = .36) 
compared to CBT consisting of purely ‘in-session’ work (Kazantzis, 
Deane & Ronan, 2000). Kazantzis, Pachana & Secker (2003) describe 
guidelines to enhance homework compliance among older people. In 
particular the authors emphasise providing older people with a clear 
rationale for the purpose and benefits of completing each assignment 
and specific instructions of when, where, how often and for how long 
an activity should be performed to achieve a successful outcome. 
Where appropriate homework compliance can also be enhanced with 
the involvement of family members or carers in the planning and 
implementation of homework tasks (Teri, Logsdon, Wagner & Uomoto, 
1994). 
 
2.10.2  Conceptual adaptations 
 
Laidlaw, Thompson and Gallagher-Thompson (2004) argue that 
traditional CBT models do not accommodate the specific age-related 
issues relevant to older people and the presentation of their 
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psychological difficulties. Laidlaw et al. (2004) therefore propose a 
series conceptual adaptations it may be important to consider when 
working with older people. These are discussed in turn below. 
 
Physical Health 
The prevalence of physical illness and disability increases as we age 
(WHO, 2003). Although many older people adjust and manage these 
difficulties well, for others, poor physical health can significantly 
impair their ability to engage with, understand and recall therapeutic 
content (Evans, 2007). Therefore, flexibility with regard to the length 
of sessions may be needed in order to accommodate symptoms of 
physical illness such as pain and fatigue. Physical ill health can also 
limit the application of certain therapeutic techniques such as 
behavioural experiments. For example, it may be necessary to avoid 
certain anxiety symptom provocation experiments (such as breathing 
through a thin straw, or running on the spot) if there are 
cardiovascular issues or Chronic Obstructive Pulmonary Disease 
(COPD). Therefore when working with older people, it is particularly 
important to establish the presence and impact of any health 
difficulties, examine any related dysfunctional beliefs and negotiate 
achievable treatment goals (Zeiss, Lewinsohn, Rohde & Seeley, 1996). 
 
Cohort Beliefs 
Cohort beliefs relate to the experiences and ideas typically shared by 
people born within a similar time period. It is important to 
understand and acknowledge these beliefs as they can impact on the 
process and outcome of therapeutic interventions with older people 
(Laidlaw et al., 2004). For instance, the current older generation may 
share certain beliefs about the cause of psychological distress, tend to 
view the role of a ‘patient’ as a submissive recipient of treatment and 
lack confidence in their capacity to make significant changes in later 
life. Therefore older people may require a greater degree of 
socialisation to therapy, and the therapist may need to take a more 
directive approach and place a greater emphasis on building 





Older people are often faced with the challenge of adapting to various 
losses (e.g. bereavement, loss of social networks, loss of health) and 
transitions (e.g. retirement, living arrangements, intergenerational 
relationships), which can impact negatively on their ability to remain 
engaged in meaningful and purposeful activities. Difficulties 
maintaining these role investments are common among older people 
and can trigger and maintain emotional difficulties (Thompson, 
1996), therefore it is important to consider what meaningful activities 




The transition into old age can trigger changes within 
intergenerational relationships (e.g. parent-child, parent-grandchild). 
These changes can in turn lead to tensions and disagreements within 
these relationships and precipitate and maintain emotional 
difficulties in older people.  It is therefore important to consider the 
influence of intergenerational relationships in the formulation of older 
people’s psychological difficulties. 
 
Socio-cultural context 
This refers to the older person’s attitude towards their own aging, and 
can include internalised, negative socio-cultural stereotypes, such as 
older people are ‘useless’ or ‘too old to change’. It is important that 
negative beliefs about aging are addressed as they have the potential 
to exacerbate feelings of helplessness and low self-esteem (Laidlaw et 
al., 2004) and lead older people to adopt and maintain unhelpful 




2.10.3 The UP approach to formulation and how this might incorporate 
older adult issues. 
 
The initial sessions of the UP treatment manual (sessions 2 and 3) 
focus on identifying the idiosyncratic qualities of the patients 
emotional experience using the ‘Three-component model of emotional 
experiences’, as well as the triggers to these experiences and the 
short- and long-term consequences of their reactions. This process 
enables a bespoke formulation of the patient’s mood difficulties to be 
created as well as a clear rationale and guide for treatment. The 
simplicity of this formulation is ideal for using with older people.  
Charlesworth & Reichelt (2004) argue that older people can struggle 
to engage with complex CBT conceptualisations and therefore 
recommend using simple ‘mini formulations’ where possible. An 
example of how the ‘Three-component model of emotional experience’ 
may be applied with an older person and incorporate the conceptual 
adaptations outlined by Laidlaw et al., (2004) is depicted in Figure 3. 
 
For instance, a decline in physical health may represent a ‘trigger’ to 
emotional difficulties and a failure to adapt to changes in physical 
health by lead to reductions in confidence and physical activity, 
which further exacerbate physical decline (‘consequence’). A 
deterioration in physical health may also mimic and exacerbate 
somatic sensations associated with anxiety (e.g. shortness of breath, 
heart palpitations) further reinforcing perceptions of danger and 
vulnerability.  
 
Changes in intergenerational relationships (e.g. parent-child) may 
‘trigger’ or exacerbate (‘consequence’) emotional difficulties. For 
instance, in the example given in Figure 3, the daughter may begin to 
perceive her parent as vulnerable/frail, encourage them not to go out 
alone in case they fall, provide reassurance/care, which undermines 





Changes in role investments (e.g. becoming a carer to your spouse) 
may lead to increased isolation, a loss of social network, an increased 
sense of responsibility and activate certain cohort beliefs (e.g. relating 
to stoicism and duty). These in turn may give rise to emotional 
difficulties, which are responded to in a way that prevent adjustment 
and intensify feelings of guilt or isolation.  
 
The social-cultural context (e.g. negative beliefs about aging) and 
cohort beliefs may influence the content of maladaptive thoughts, and 
perceptions of vulnerability and ability to cope.
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(What I’m feeling) 
Behaviours 
(What I’m doing) 
Thoughts 
(What I’m thinking) 
Fear 
 
Racing heart, shaky legs 
 
Heart beating faster, shortness of 













Carry phone around in case fall over and 
need to call for help 
 
Walk carefully around indoors holding on 
to furniture 
 
Call daughter for reassurance  
If I go out I’ll fall over 
 
I might break a bone and not be able to walk 
 
No one will help me 
 
I’ll lose my independence and quicken my 
decline 
 
I’ll be a burden to my family 
 
I won’t be able to look after Jim anymore 
Triggers 
- Decline in own/loved ones physical 
health,  
- Changes in role investments 
(retirement, becoming carer to spouse) 
- Loss of social network as peers die or 
move away 
Consequences 
- Changes to intergenerational relationships 
- Physical health declines as do less activity 
and lose confidence 
- Adaptation to changes in role is disrupted 






In summary, tCBT may present a more clinically-effective solution to 
alleviating comorbid emotional disorders than traditional disorder-
specific methods. It is also likely to enable much needed 
improvements in the dissemination of and access to evidence-based 
psychological therapies for older people. Recent trials examining 
various transdiagnostic CBT protocols for anxiety disorders have 
revealed beneficial effects of tCBT on anxiety and secondary 
depression when applied to working-age people.  However, the 
potential benefits and efficacy of this approach have not yet been 
examined in older people. It is important not to presume its efficacy 
in older people as their response to tCBT may differ to that of 
working-age people for numerous reasons (e.g. due to more diverse 
aetiology and physical comorbidities in older people).  
 
Thus, this study sought to ascertain preliminary estimates of the 
efficacy of tCBT for comorbid depression and anxiety in comparison 
to a delayed-treatment control condition in older people. It also aimed 
to evaluate the feasibility and acceptability of the intervention in this 
population. This required adapting Barlow et al.’s (2011) UP to both 
an older audience (e.g. including more age-appropriate vignettes; as 
the UP was developed for working-age people) and for a UK audience 
(e.g. removing American spellings and terminology; as the UP was 
developed in the United States). Preliminary attempts to adapt the UP 
to a younger audience (Ehrenreich et al., 2009; Bilek and Ehrenreich-
May, 2012) and adults with anxiety and Bipolar disorder (Ellard et 
al., 2012) have proved useful and encouraging, which is promising for 




2.12 Research aims, questions and hypotheses 
 
2.12.1  Aims 
 
This study aimed to evaluate the efficacy, feasibility and acceptability 
of tCBT versus 7-week delayed-treatment for symptoms of depression 
and anxiety in older people.  
 
2.12.2  Research questions 
 
i. Do preliminary data suggest that tCBT is efficacious in reducing 
symptoms of depression and anxiety in older people? 
ii. Is it feasible to deliver a tCBT intervention with older, British people 
with symptoms of depression and anxiety? 
iii. Is tCBT acceptable to older people with symptoms of depression and 
anxiety? 
 
2.12.3  Main hypotheses 
 
i. Preliminary data will suggest that the tCBT intervention can 
significantly reduce depression and anxiety symptoms among older 
people relative to a delayed-treatment control condition. 
ii. Preliminary data will suggest that tCBT is efficacious in reducing 
symptoms of anxiety and depression at post-treatment compared to 
pre-treatment. 
iii. It will be feasible to deliver a tCBT intervention with older, 
British people with comorbid symptoms of depression and anxiety. 
iv. The tCBT intervention will be acceptable to older people with 




3.  Method 
 
This study is reported in accordance with the CONSORT statement 
for clinical trials (Schulz, Altman & Moher, 2010). The 
clinicaltrials.gov registration ID is NCT01744548. The protocol and 
supporting CONSORT checklist for this study are available as 
supporting information (see appendix 1 and 2). Ethical approval was 
granted by the NHS Health Research Authority - Bromley National 
Research Ethics Service (NRES) Committee (Approval number: 
12/L0/1462; see appendix 3 for the ethical approval letter). All 
participants provided written informed consent before taking part in 
the study (see appendix 4 and 5 for the consent form and information 
sheet). Participants were also invited to give written consent for their 
tCBT sessions to be audio recorded for the purpose of monitoring 




The design comprised a pilot randomised, controlled partial-crossover 
trial with 2 treatment arms. Participants were randomly allocated to 
receive immediate-treatment plus treatment-as-usual (TAU) or 7-week 
delayed-treatment plus TAU. The latter arm served as a control 
condition in order to enable between-group comparisons. The study 
utilised a 2 (group) x 4 (time) mixed design. Intervention group was a 
between-subjects factor (immediate-treatment plus TAU vs. delayed-
treatment plus TAU) and time was a within-subjects factor (pre- [pre1 
for the immediate group, or pre2 for the delayed group] vs. mid- vs. 
post-treatment). The dependent measures were the scores on the self-
rated outcome measures, attrition and treatment completion rates, 






Participants were randomly allocated to receive individual immediate-
treatment plus TAU or 7-week delayed-treatment plus TAU at the 
point of recruitment. Randomisation with minimisation is the 
recommended procedure for small samples (Altman & Bland, 2005) 
and was used to ensure balance in participant characteristics across 
the treatment groups. MINIM, an MS-DOS software program, was 
employed to randomly allocate participants using the method of 
minimisation (Evans, Day & Royston, 1990). Allocation was balanced 
according to the following variables: sex (male or female), age (<80 
years or >80 years), and history of anxiety or depression (yes or no). 
Equal weighting of importance was given to each variable. The first 2 
participants (9% of the target sample size) were randomly allocated 
according to a coin toss in order to introduce a random element into 
the procedure. A 1:1 allocation ratio was specified thereafter. 
Randomisation was completed by a blind, independent researcher, 
who informed the research supervisor as to allocation status, who 
then informed the relevant therapist. It was not possible to blind 





Sixteen participants were recruited from CMHTs within the Mental 
Health for Older Adults and Dementia Clinical Academic Group 
(MHOA&D CAG), in the South London and Maudsley NHS Trust. The 
initial screening assessment and tCBT intervention were delivered 
either within an outpatient clinic, or in participants’ homes 




3.3.1 Inclusion criteria 
 
To be eligible participants needed to (i) meet criteria for a primary 
diagnosis of depression or anxiety, together with clinical symptoms of 
another mood disorder (e.g. anxiety or depression respectively), or a 
mixed anxiety and depressive disorder (as outlined in ICD-10; WHO, 
1992), as assessed by the Structured Clinical Interview for DSM 
Disorders (SCID; First, Williams, Spitzer & Gibbon, 2007). 
Participants also needed to (ii) be aged 60 years and above; (iii) be 
fluent in English and have sufficient literacy skills to cope with the 
demands of the intervention (e.g. reading handouts, completing 
questionnaires); (iv) and score 8 (clinical cut-off) or above on the 
Hamilton Anxiety Rating Scale (HAM-A; Hamilton, 1959) or Hamilton 
Depression Rating Scale (HAM-D; Hamilton, 1960) for their primary 
diagnosis. 
 
3.3.2 Exclusion criteria 
 
Exclusion criteria included: (i) a current diagnosis of PTSD or 
complicated grief (as there is evidence that these disorders may not 
be amenable to transdiagnostic treatments; Erickson, Janeck & 
Tallman, 2009); (ii) a severe and enduring mental health disorder (e.g. 
schizophrenia, schizoaffective disorder, bipolar disorder); (iii) presence 
of a personality disorder; (iv) presence of an intellectual disability or 
cognitive impairment (e.g. scoring less than 26 on the Mini-Mental 
State Examination [MMSE]; Folstein, Folstein, & McHugh, 1975); (v) 
severe sensory impairment that would significantly impair a person’s 
ability to engage in the intervention; (vi) neurodegenerative disease 
(e.g. dementia) or a neurological condition (e.g. stroke, Parkinson’s 
disease, head injury); (vii) current alcohol/substance abuse or 
dependence; (viii) current suicidal risk with intent; (ix) receiving 
concurrent psychotherapy; and (x) if the care coordinator deemed 
that the potential participant should a) receive urgent psychological 
therapy or b) would not be able to wait 7-weeks for therapy (should 




3.3.3 Changes made to eligibility criteria 
 
Two changes to the eligibility criteria were made after the 
commencement of this study in order to facilitate recruitment rates. 
Firstly, participants were originally required to score between 8 
(clinical cut-off) and 30 (upper limit of ‘severe’ range) on the HAM-A or 
between 8 (clinical cut-off) and 22 (upper limit of ‘severe’ range) on 
the HAM-D for their primary diagnosis. However, the criterion to 
score below the upper limit (‘very severe’ range) was later removed as 
potential participants were frequently scoring above these cut-offs, 
and therefore this requirement was limiting the study’s recruitment 
rates. With the removal of this criteria, an additional safeguard was 
put in place; potential participants’ care co-ordinators were contacted 
and asked to consider whether the potential participant 1) required 
urgent psychological therapy; or 2) would not be able to wait 7 weeks 
for therapy (should they be allocated to the delayed treatment 
condition). If either of these were true then the participant was 
excluded from participating in the study. Secondly, participants were 
originally required to stabilise on their psychotropic medication (if 
prescribed) for a minimum of 8-weeks before commencing in the 
study. However, this requirement was later removed as psychotropic 
medication was frequently being changed at the point of referral to 
the CMHT, which precluded potential participants from participating 
in the study due to the impact this would have on their wait for 
therapy (up to a maximum of 15 weeks if allocated to delayed-
treatment rather than 7 weeks).  
 
3.4 Power calculation  
 
The original aim was to recruit 22 older people with depression and 
anxiety (11 per treatment condition). Due to slow recruitment rates 
16 older people were recruited, which was sufficient to provide 
estimates of feasibility and acceptability of tCBT. In order to estimate 
the sample size required to gain preliminary estimates of the efficacy 
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of tCBT, an a priori power analysis was conducted using Hedge's G 
effect sizes reported in Farchione et al’s (2012) recent evaluation of 
the UP with working-age people. Farchione et al (2012) reported effect 
sizes of 1.11 for one depression outcome measure and 1.10 for an 
anxiety outcome measure (based on between-group differences in 
post-treatment scores). Therefore, based on the between-group effect 
sizes of 1.11 and 1.10, a sample size of 22 was sufficient to yield 
statistical power of 80% at an alpha level of 0.05. Thus, the proposed 
sample size was sufficient to provide preliminary estimates of the 
efficacy of tCBT in comparison to 7-week delayed treatment. Based on 
advice from MHOA&D CAG therapists, it was anticipated that 
attrition rates would be low due to flexibility of the intervention's 
location of delivery. With an estimated attrition rate of 18% (4 
participants in total), a sample size of 18 would still be sufficient to 
yield statistical power of 72% (for between-group analyses) and >95% 
(for within-group analyses) at an alpha level of 0.05. 
 
3.5 Assessment measures and intervals 
 
3.5.1 Screening measures 
 
An initial screening assessment was conducted with each participant 
in order to determine whether they met the study inclusion criteria 
and to determine mental health diagnoses. The screening assessment 
utilised the SCID to establish mental health diagnoses, the MMSE to 
screen for cognitive impairment, a semi-structured interview to 
assess demographic and clinical characteristics, clinician-rated mood 
measures to determine disorder severity (HAM-A and HAM-D) and two 
self-rated mood measures: the CORE-10 (Connell & Barkham, 2007) 
and the HADS (Zigmond & Snaith, 1983). The SCID was selected to 
establish mental health diagnoses as it is has been found to yield 
highly reliable diagnoses across the axis I disorders (e.g. Ventura et 
al., 1998; Kranzler et al., 1996; Skre, Onstad, Torgerson & Kringlen, 
1991; Sanchez-Villegas et al., 2008). Each screening assessment was 
completed by one the study therapists (whom had substantial 
  
74 
experience utilising the screening measures selected), and took 
between 1.5 to 2.5 hours to complete.  
 
3.5.2 Primary outcome measure and assessment intervals 
 
The primary outcome measure was the HADS, which was used to 
evaluate the effectiveness of the tCBT intervention. The HADS was 
completed on a weekly basis throughout the intervention period. 
Once participants in the delayed-treatment arm crossed over into the 
treatment arm they were evaluated as per the immediate-treatment 
group. Table 2 illustrates the assessment intervals and what time 
points they corresponded to for the immediate and delayed-treatment 
groups.  
 
Table 3: Assessment intervals and corresponding time points for the 
immediate- and delayed-treatment groups. 
 
Group Pre1 Pre2 Mid Post 
Immediate ! - ! ! 
Delayed ! ! ! ! 
! Assessment collected 
- Assessment not applicable 
 
3.5.3 Secondary outcome measures 
 
The secondary outcome measure selected to evaluate effectiveness 
was the CORE-10, which was completed at pre- (1&2), mid- and post-
treatment (see Table 3). 
 
The feasibility of the tCBT intervention was assessed based on 
attrition rates due to practical reasons (e.g. difficulty in attending due 
to mobility issues or physical health problems, etc) and clinician-
rated judgments of the intervention (see appendix 7). A Discharge 
Satisfaction Questionnaire (developed for the Psychology and 
Psychological Therapies Service within the MHOA&D CAG), completed 
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at post-intervention was used to evaluate the acceptability of the 
tCBT intervention. This questionnaire assesses satisfaction with 
therapy using both quantitative and qualitative items (see appendix 
8). Acceptability was also evaluated in terms of attrition rates due to 
dissatisfaction with the intervention and homework compliance.  
 
3.6 Description of the tCBT intervention 
 
The tCBT intervention comprised 12 individual, 1-hour sessions 
based upon an adapted version of Barlow et al’s (2011) UP. 
Permission to adapt the UP was granted by the Barlow group. A 12 
session format was chosen to reflect the routine, local psychology 
provision, which offers patients between 8 to 12 CBT sessions. 
Furthermore, Boisseau et al. (2010; Barlow group) state "treatment is 
typically conducted over the course of 12 to 18 sessions, with each 
session lasting approximately 50 to 60 minutes" (p102). The UP 
comprises 4 main treatment components: (1) psychoeducation about 
emotions and behaviour; (2) changing misappraisals about 
probabilities and consequences of negative experiences; (3) preventing 
avoidance of negative emotion triggers; and (4) modifying emotion-
driven behaviours (e.g. hypervigilance, withdrawal). The intervention 
spanned a minimum of 14-weeks and a maximum of 20-weeks; the 
first 10 sessions occurred on a weekly basis, while sessions 11-12 
occurred on a fortnightly basis in order to facilitate the ending of the 
intervention. Each tCBT session followed a similar format and 
involved completing the HADS, a brief weekly review, a homework 
review, a core session exercise and setting homework. At the end of 
each session participants were given a corresponding chapter from 
the UP client workbook (Barlow et al., 2010). These chapters ranged 
between 9 and 23 pages in length. Two-page session summaries were 
also created as an alternative for participants who could not tolerate 
reading these lengthy chapters (see appendix 10 for an example). A 
brief description of the session-by-session aims and content of the 




3.6.1 Session 1: ‘Getting motivated and setting goals for treatment’ 
 
The aim of session 1 is to discuss any ambivalence about behaviour 
change, identify the pros and cons of change and develop specific 
treatment goals. At the end of the session participants are asked to 
finish completing a goal setting worksheet for homework.  
 
3.6.2 Session 2: ‘Understanding emotions’ 
 
The aim of session 2 is to discuss the function of emotions, and 
introduce the three main components of an emotional experience 
(thoughts, emotions/physical sensations, and behaviours). A recent 
emotion-provoking experience or situation is reviewed in the session 
and discussed in terms of these components. At the end of the 
session participants are asked to begin monitoring emotional 
experiences that occur during the week using a worksheet.  
 
3.6.3 Session 3: ‘Recognising and tracking emotional behaviours’ 
 
The aim of session 3 is to discuss how emotional experiences 
influence current and future behaviours.  Participants begin to 
identify the triggers to their emotional experiences, as well as their 
responses, and the short- and long-term consequences of these 
responses. At the end of the session participants are asked to begin 
monitoring the triggers and consequences of their responses to 
emotional experiences over the coming week using a worksheet.  
 
3.6.4 Sessions 4-5: ‘Learning to observe experiences’ 
 
The aims of sessions 4 and 5 are for participants to develop skills that 
will enable them to observe their emotional experiences in a present-
focussed and non-judgmental way. Participants practice brief 
mindfulness (session 4) and emotion induction (session 5) exercises 
and select a cue (such as their breath) and practice using this cue to 
anchor them in the present moment. At the end of each session 
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participants are asked to practice either the brief mindfulness 
exercise (session 4) or mood-induction and anchoring exercises 
(session 5) during the coming week. 
 
3.6.5 Sessions 6-7: ‘Understanding thoughts: Thinking the worst and 
overestimating the risk’ 
 
The aims of sessions 6 and 7 are for participants to develop a greater 
awareness of how they interpret or appraise situations, and how 
thoughts influence emotional responses. Participants learn to identify 
negative automatic appraisals or ‘thinking traps’ such as ‘jumping to 
conclusions’ and ‘thinking the worst’ (session 6) and then how to 
evaluate these appraisals and generate alternatives (session 7).  For 
homework, participants are asked to practice either identifying their 
negative automatic appraisals (session 6) or generating alternatives to 
these (session 7). 
 
3.6.6 Session 8: ‘Understanding behaviours: Avoiding your emotions 
and emotion driven behaviours’ 
 
The aim of session 8 is to discuss emotion-driven behaviours (EDBs) 
and how they influence our emotional experience. Participants are 
assisted to identify their own patterns of emotional avoidance and 
maladaptive EDBs.   At the end of the session participants are asked 
to continue monitoring their emotional avoidance and EDBs and 
practice employing behaviours to counter these (e.g. if feeling tired, 
going for a walk rather than to bed) over the coming week. 
 
3.6.7 Session 9: ‘Understanding and confronting physical sensations’ 
 
The aim of session 9 is to discuss how physical sensations can 
influence thoughts and behaviours, and vice versa. Participants are 
supported to identify internal physical sensations associated with 
their emotions and then to conduct a series of interoceptive exposure 
exercises designed to elicit different physical sensations, which mimic 
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symptoms of anxiety and/or depression. For homework, participants 
are encouraged to repeatedly practice these exercises so they become 
more aware of their physical sensations and develop an increased 
tolerance to these symptoms. 
 
3.6.8 Sessions 10-11: ‘Facing emotions and feared situations’  
 
The aim of sessions 10 and 11 is to create an ‘emotion avoidance’ 
hierarchy that contains a range of situations designed to provoke 
strong emotional responses. The therapist assists participants to 
gradually confront these situations and modify their responses to 
their emotions using the skills learnt during treatment (e.g. present-
focused awareness, cognitive reappraisal).  At the end of each session 
participants are encouraged to systematically work through their 
hierarchy of exposures during each fortnight.  
 
3.6.9 Session 12: ‘Accomplishments, maintenance, and relapse 
prevention’ 
 
The aim of session 12 is to review the key concepts and skills covered 
during treatment, evaluate treatment progress and areas for 
improvement and set short- and long-term goals for maintaining 
treatment gains. 
 
3.7 Adaptations made to the UP  
 
It was necessary to make some adaptations to Barlow et al’s (2011) 
UP in order to account for a British, older audience, as the manual 
was developed in the United States for working-age people. In line 
with other initial adaptations to the UP manual (Ehrenreich et al, 
2009; Ehrenreich-May & Bilek, 2012; Ellard et al, 2012) these 
modifications were purposefully minimal in order to be faithful to the 
UP's theoretical focus and to enable areas requiring more extensive 
modification in the future to be systematically identified. Table 3 
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summarises the adaptations made for a UK audience and those made 
for an older population.  
 
Table 4: Summary of adaptations made to the UP  
 
Adaptations for a UK audience Adaptations for an older 
population 
Americanisms (e.g. sidewalk) 
substituted with British alternatives 
(e.g. pavement) 
Vignettes and examples adapted to 
be more developmentally appropriate 
Minor spelling changes made e.g. 
behavior to behaviour  
Vignettes and examples modified to 
account for the greater incidence of 
comorbid depression symptoms 
among older adults 
 Cautionary statements added into 
session 9 regarding conducting 
interoceptive exposures where 
physical health difficulties exist 
 Location of treatment flexible 
depending on mobility/carer needs 
 2-page session summaries created to 
aid retention of key themes and 
content 
 Tape recordings of sessions and 
enlarged versions of handouts 
provided to accommodate sensory 
impairments 
 Where appropriate family 
members/carers involved in the 





Minor changes were made to the language and spelling of words to 
account for a British audience (e.g. Americanisms such as ‘sidewalk’ 
were substituted with British alternatives).  Vignettes and examples 
were adapted to be more developmentally appropriate. For instance, 
references to work-life scenarios (e.g. doing presentations) were 
replaced with references to voluntary work, caring roles and attending 
social groups and day-centres. Vignettes and examples were also 
modified to account for the greater incidence of comorbid depression 
symptoms seen in older adults. For example, more references to and 
examples of depressive type thoughts, feelings and behaviours were 
included. Furthermore, in line with recommendations described in 
Section 2.10 some practical adaptations were also made. For 
example, the location of treatment was flexible depending on the 
participants mobility/carer needs; 2-page session summaries were 
created to aid retention of key themes and content; tape recordings of 
sessions and enlarged versions of handouts were provided where 
required to accommodate sensory impairments; and where 
appropriate family members/carers were recruited to aid with the 
planning and implementation of homework tasks. Finally, where 
required protocol deviations such as postponing a session in order to 
address crisis issues that arose during the weekly review were made. 
 
3.8 7-week delayed-treatment group 
 
Participants randomised to the 7-week delayed-treatment group 
received a brief telephone call each week during the waiting period 
and completed the HADS in order to monitor risk and symptom 
deterioration. Participants allocated to this arm also received TAU 
(e.g. CMHT appointments, case reviews, psychotropic medication 
changes) during this time. At the end of 7-weeks, participants in the 
delayed-treatment arm crossed over into the treatment arm and 




3.9 Therapists and supervision arrangements 
 
Study therapists included a trainee (chief investigator) and qualified 
clinical psychologist. The therapists completed the initial screening 
assessments, brief weekly phone-calls (to those randomised to the 
delayed-treatment arm) and the tCBT intervention. All therapists were 
trained in administering the UP via a training DVD (Barlow, 
Farchione, Boisseau & Ellard, 2011) and therapist guide produced by 
Barlow et al. (2011). Clinical supervision was provided by an 
experienced, independent CBT therapist within the MHOA&D CAG 
and occurred in a group format, once a month for 2-hours.  
 
3.10 Treatment adherence 
 
Treatment adherence was monitored during monthly supervision 
sessions and study therapists were provided with a checklist for each 
session to facilitate the consistency of the session format and content 
(see appendix 11 for an example). Participants were asked to provide 
verbal and written consent for their tCBT sessions to be audio 
recorded to facilitate the formal assessment of treatment adherence 
by an additional independent clinical psychologist within the 
MHOA&D CAG. One participant dropped out before the intervention 
began so was excluded from this process. One participant declined 
due to concerns they would feel uncomfortable and one participant 
initially gave and then withdrew their consent due to concerns that 
they were not be able to talk openly during the sessions. One session 
from each of the remaining 13 participants (8%) was randomly 
selected to assess adherence to the treatment protocol. A treatment 
adherence checklist was created for each of the 12 tCBT sessions 
which broadly asked the rater to indicate the extent to which the core 
content of each session - weekly review, core session exercise(s) and 
homework assignment(s) - were discussed according to 4 possible 





3.11 Data analysis strategy  
 
3.11.1  Baseline data 
 
Demographic and clinical characteristics analyses 
Independent group t-tests and chi-squared tests were used to 
examine any between-group differences in baseline demographic and 
clinical characteristics including age, sex, years of education, highest 
level of occupational attainment and pre-treatment symptom severity 
(according to the CORE-10 and HADS subscale scores). 
 
3.11.2  Efficacy data 
 
Data imputation 
The study aimed to continually assess any participants who dropped 
out at the intervals outlined above (see Table 2). However, where this 
was not possible, the imputation method of ‘last observation carried 
forward’ was used (Streiner, 2002). 
 
Controlled data analyses 
Intention-to-treat (ITT) analyses were conducted. Independent group 
t-tests were used to analyse between-group differences in change 
scores (pre-1 minus pre-2; for the delayed group, vs. pre1 minus mid-
treatment; for the immediate group). Treatment condition was the 
between-subjects independent variable (immediate-treatment plus 
TAU vs. delayed-treatment plus TAU) and time was the within-
subjects independent variable (pre- vs. mid-treatment). The 
dependent variables were the change in scores on the self-rated 
outcome measures (HADS, CORE-10). 
 
Uncontrolled data analyses 
Analyses combined participant data from the immediate treatment 
condition with those who crossed over into the treatment condition 
after the 7-week delay-period. A one-way, repeated measures ANOVA 
was employed, with time as a within-subjects variable (pre- [pre1 if 
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immediate, pre2 if delayed] vs. mid- vs. post-treatment). Post-hoc 
pairwise comparisons were conducted to explore statistically 
significant main effects and interaction terms (p<0.05). 
 
Effect sizes 
Cohen’s d mean standardised difference (MSD) effect sizes were 
calculated for each self-report measure of anxiety and depression 
symptoms (CORE-10 and HADS subscales). The MSD was calculated 
using the mean difference in the outcome score between pre- and 
post-treatment divided by the pooled standard deviation.  
 
 (Meanpre – Meanpost) 
d= 
  SDpooled 
 
The effect sizes were then interpreted according to Cohen’s (1988) 
guidelines where effects of 0.2, 0.5 and 0.8 are described as ‘small’, 
‘medium’ and ‘large’ respectively.  
 
Reliable Change 
The Reliable Change Index (RCI) was used to calculate whether 




Ratings from the treatment adherence checklist were analysed using 
descriptive statistics.  
 
3.11.3  Feasibility data 
 
The feasibility of the tCBT intervention was evaluated according to 
attrition rates due to practical reasons (e.g. difficulty in attending due 
to mobility issues or physical health problems), which were analysed 




3.11.4  Acceptability data 
 
The acceptability of the tCBT intervention was evaluated according to 
attrition rates due to dissatisfaction with the intervention, homework 
compliance and client-rated satisfaction data collected from the DSQ. 
Attrition rates due to dissatisfaction were analysed using descriptive 
statistics. Quantitative satisfaction data from the DSQ (items 3-10) 
were analysed using descriptive statistics. Qualitative data from the 
DSQ (item 11) were analysed using thematic analysis to explore 
common themes, in accordance with guidelines proposed by Braun 
and Clarke (2006)..  
 
Participants session-by-session homework compliance was recorded 
as either ‘yes’ (completed all aspects of homework), ‘partially’ (some 
but not all aspects of homework were completed), or ‘no’ (homework 
was not completed). Overall percentages of homework compliance, 





4.  Results 
 
4.1 Baseline data 
 
4.1.1 Participant flow 
 
One hundred and five older people were referred to the study, and of 
these 52 were unsuitable, 28 were potentially suitable but declined to 
take part in the study, 25 completed an initial screening assessment 
and of these 9 were assessed to be unsuitable and 16 were assessed 
as suitable and consented to take part in the trial. Figure 4 illustrates 
participants' enrolment and flow through the study, including a 
breakdown of the reasons participants were excluded from the trial at 
each stage. Eight were randomised to the immediate-treatment 
condition and 8 to the delayed-treatment condition. One participant 
was later excluded from the trial and analysis on discovery of an 
existing Dementia diagnosis. ITT analyses were conducted using data 




Table 5: Overall demographic characteristics of the sample 
 
  Frequency   Frequency 
Demographic Type/Level n (%) Demographic Type/Level n (%) 
Sex Male 7 46.70 Highest occupation Professional 4 26.70 
 Female 8 53.30  Manager/ 
Director 
3 20.00 




-  Administrator 3 20.00 




-  Skilled trade 2 13.30 
Ethnicity Caucasian 13 86.70  Sales/ 
Customer service 
2 13.30 
 Asian 2 13.30  Technician 1 6.70 
Marital status Married 10 66.70 History of anxiety &/or depression Yes 13 86.70 
 Widowed 2 13.30  No 2 13.30 
 Divorced 1 6.70 Previous psychological treatment Yes 5 33.30 
 Single 1 6.70  No 10 66.70 
 Co-habiting 1 6.70 Concomitant psychotropic medication Yes 11 73.30 








 n (%) 
Primary diagnosis 15 100.00 
Major Depression 8 53.30 
GAD 5 33.30 
SAD 1 6.70 
Mixed anxiety and 
depression 
1 6.70 
Secondary diagnosis 13 86.67 
GAD 7 46.70 
Major Depression 6 40.00 







SAD 1 6.70 
 
Table 7: Overall severity of anxiety and depression symptoms at pre-
treatment 
 
Measure Mean (range) SD 
HADS depression scale 12.47 (Moderate) 4.52 
HADS anxiety scale 12.00 (Moderate) 4.09 




Figure 4: CONSORT diagram illustrating participant enrolment and flow 





















(7) Analysed (ITT) 
 
(1) Excluded from analysis – 
Diagnosis of Dementia only identified 
at post-treatment 
(8) Analysed (ITT) 
 
(0) Excluded from analysis 
Allocation 
Immediate tCBT plus TAU 
(8) Allocated to tCBT treatment 
(7) Received intended intervention 
 
(1) Dropped-out after session 10 
Delayed tCBT plus TAU 
(8) Allocated to 7-week delayed-treatment 
(6) Received intended intervention 
 
(1) Dropped-out during wait-period  
(1) Dropped-out after session 10 
Enrolment 





(10) Diagnosis of Dementia/MMSE score <26  
(9) tCBT unsuitable for clients' difficulties  
(7) Declined psychological therapy   
(5) Diagnosis of Complicated Grief 
(CG)/recent bereavement   
(3) Diagnosis of Personality Disorder   
(3) Neurological disorder    
(3) Severe sensory impairment   
(3) Severe physical health needs   
(2) Diagnosis of Bipolar/Psychosis    
(2) Recent medication change   
(2) Language/literacy difficulties   
(1) Receiving concurrent psychotherapy  
(1) Diagnosis of Autistic Spectrum Disorder  
(1) Younger than 60-years-old   
  
 
28 Potentially suitable:  
(Contacted, but not assessed) 
 
Preferred to be seen by routine service: 
- Due to greater flexibility   (9) 
- Prefer an alternative approach  (5) 
- Couldn’t tolerate 7-week wait  (2) 
- Too busy to commit to study (2) 
- Recent medication change  (1) 
 
Severe physical health needs  (4) 
Active suicidal ideation   (1) 
Diagnosis of Bipolar   (1) 
Declined psychological therapy  (3) 





(2) Diagnosis of CG/recent 
bereavement  
(2) Not willing to be randomised  
(1) Recent medication change 
(1) Diagnosis of PTSD   
(1) Below HAM-A/D cut-off  
(1) Declined psychological therapy 
(1) Poor literacy skills  




4.1.2 Demographic and clinical characteristics analyses 
 
Independent group t-tests were used to examine between-group 
differences in baseline demographic and clinical characteristics 
including age, sex, years of education, level of occupational 
attainment and pre-treatment symptom severity (according to 
baseline CORE-10 and HADS scores). 
 
In terms of interval/ratio data variables (age, years of education, pre-
treatment symptom severity), initial tests of normality and 
homogeneity were conducted. Each of these variables were non-
significant, with the exception of ‘years of education’ (p=0.03) where 
the normality assumption was violated, therefore non-parametric 
analyses were conducted instead. 
 
Independent group t-tests showed that there were no significant 
differences in age or scores on any measure of symptom severity at 
baseline between the immediate- and delayed-treatment groups (see 
Table 8).  
 
There was also no significant difference in years of education between 
the immediate- and delayed-treatment groups (U = 22.5, N1 = 7, N2 = 
8, p = .54). There was no relationship between sex or highest level of 




Table 8: Means, SDs and frequencies for baseline demographics and characteristics  
 
 Immediate tCBT plus TAU (n=7) Delayed tCBT plus TAU (n=8)     
Demographic  Mean SD Mean SD n t df p 
Age 76.71 7.25 74.50 9.50 15 -0.50 13 0.31 
Years of education 12.14 3.39 12.75 3.24 15 * * * 
CORE-10 1.97 0.68 1.96 0.56 15 0.28 13 0.49 
HADS Anxiety 12.71 3.86 12.71 3.40 15 0.17 13 0.44 
HADS Depression 12.38 4.00 11.25 3.32 15 0.84 13 0.21 
(Sex/Occupation) Frequency n (%) Frequency n (%) n !2 df  p 
Male 3(42.90) 4(50.00) 15 0.77 1 0.39 
Female 4(57.10) 4(50.00) 15    
Manager/Director 1(14.30) 2(25.00) 15 4.62 5 0.23 
Professional 1(14.30) 3(37.50) 15    
Associate professional/technician 0(0) 1(12.50) 15    
Administrative 2(28.60) 1(12.50) 15    
Skilled trade 1(14.30) 1(12.50) 15    
Sales/Customer service 2(28.60) 0(0) 15    
* Years of education – Mann-Whitney U  
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4.2 Efficacy data 
 
4.2.1 Controlled analyses 
 
Independent group t-tests were used to examine between-group 
differences in change scores (pre1 minus pre2 for the delayed 
condition; pre1 minus mid-treatment for the immediate condition; see 
Table 2) on the self-rated outcome measures (CORE-10, HADS). Tests 
for normality and homogeneity of variance were again non-significant 
(p>0.05). 
 
Independent group t-tests revealed that there were no significant 
differences in mean change scores on the CORE-10 or HADS anxiety 
between the immediate- and delayed-treatment groups (see Table 9). 
However, there was a significant difference in mean change scores on 
the HADS depression subscale between the immediate and delayed 
treatment groups. 
 
Table 9: Mean change scores and SDs from the controlled analyses 
 
 Immediate tCBT 
plus TAU (n=7) 
Delayed tCBT 
plus TAU (n=8) 
   
Outcome 
measure 
Mean SD Mean SD t df p 
CORE-10 0.50 0.63 0.30 0.69 0.59 13 0.29 
HADS 
Anxiety 
3.43 4.24 1.00 4.66 1.05 13 0.16 
HADS 
Depression 





Figure 5: Comparison of mean depression and anxiety scores (HADS) in 




Figures 6 and 7 depict the week-by-week depression and anxiety 
symptom scores (HADS) for participants during the 7-week delay-
phase (n=8). 
 
Figure 6: Week-to-week depression symptom scores (HADS) for 
participants during the 7-week delay-treatment phase (n=8) 




Figure 7: Week-to-week anxiety symptom scores (HADS) for participants 
during the 7-week delayed-treatment phase (n=8) 
 
 
Note: Participant 8 dropped-out before the delay phase began. 
 
4.2.2 Uncontrolled analyses 
 
A one-way repeated measures ANOVA was conducted on self-reported 
symptoms of anxiety and depression at pre- (pre1 for immediate 
group, pre2 for delayed group) vs. mid- vs. post-treatment. As shown 
in Table 10, there were statistically significant main effects of time 
(pre- vs. mid- vs. post-treatment) on the CORE-10 F(2,28) = 4.31, 
p<0.05, HADS anxiety F(2,28) = 4.45, p<0.05, and HADS depression 
F(2,28) = 8.19, p<0.01 subscales.  
 
Employing the Least Significant Difference (LSD) post-hoc test, 
significant differences were found pre- to post-treatment, but not pre- 
to mid- treatment or mid- to post-treatment on the CORE-10. In 
terms of the HADS anxiety subscale, significant differences in self-
reported symptoms of anxiety were found pre- to mid-treatment and 
pre- to post-treatment, but not mid- to post-treatment. Similarly, in 
terms of the HADS depression subscale, significant differences in self-
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reported symptoms of depression were found pre- to mid-treatment 
and pre- to post-treatment, but not mid- to post-treatment. 
 
4.2.3 Effect sizes 
 
Pre- to post-treatment Cohen’s d effect sizes (Cohen, 1998) were 
calculated. Table 10 illustrates that ‘medium’ effect sizes were 
achieved on CORE-10, HADS anxiety and depression subscales. 
 
Table 10: Magnitude of the effect sizes* achieved on the CORE-10 and 
HADS subscales pre- to post-treatment 
 
Outcome measure Cohen’s d Magnitude 
CORE-10 0.63 ‘Medium’ 
HADS Anxiety 0.66 ‘Medium’ 
HADS Depression 0.78 ‘Medium’ 
*Where d=0.2 – ‘small’, d=0.5 – ‘medium’, d=0.8 - ‘large’. 
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Table 11: Results of the one-way ANOVAs and pairwise comparisons 
  
 Pre- Mid- Post- Main effect Post-hoc 
Outcome measure Mean SD Mean SD Mean SD F df p Comparison* p 
CORE-10 1.81 0.73 1.56 0.92 1.27 0.97 4.31 2,28 0.02 pre- vs. mid- 0.14 
          pre- vs. post- 0.03 
          mid- vs. post- 0.09 
HADS Anxiety 12.00 4.08 9.27 5.26 8.47 6.32 4.45 2,28 0.02 pre- vs. mid- 0.01 
          pre- vs. post- 0.03 
          mid- vs. post- 0.53 
HADS Depression 12.47 4.52 9.27 5.65 8.00 6.68 8.19 2,28 0.00 pre- vs. mid- 0.01 
          pre- vs. post- 0.00 
          mid- vs. post- 0.18 
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4.2.4 Reliable change 
 
The Reliable Change Index (RCI; Jacobson, Follette & Revenstorf, 
1984) was used to calculate the extent to which each participant’s 
change score (pre-to post-treatment) as measured by the HADS 
subscales were clinically significant. Table 11 details the proportion of 
participants whose scores fell within the ‘non-clinical range, ‘reliably 
improved’, ‘reliably deteriorated’ and were classifiable as ‘recovered’. 
In terms of the HADS anxiety subscale, 57% of participants scored 
within the ‘non-clinical range, 43% were classifiable as ‘reliably 
improved’, 36% as ‘recovered’ and 7% demonstrated ‘reliable 
deterioration’. In terms of the HADS depression subscale, 71% were 
classifiable as within the ‘non-clinical range’ and ‘reliably improved’, 
64% as ‘recovered’ and 13% demonstrated ‘reliable deterioration’. 
 
Table 12: Percentages of participants non-clinical range, reliably 










* Excludes 1 participant who dropped out before the intervention began 
 ‘Non-clinical range’- defined by a score <8 on the HADS subscales 
‘Reliable improvement’ - defined by a RCI score !-1.96 
‘Reliable deterioration’ - defined by a RCI score "1.96 
‘Recovered’ – defined by a score below clinical cut-off and !-1.96 on the RCI 
 














14 8(57) 6(43) 1(7) 5(36) 
HADS 
Depression 
14 10(71) 10(71) 2(13) 9(64) 
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4.2.5 Treatment adherence 
 
All 12 of the randomly selected tCBT sessions reviewed using the 
checklist were rated as ‘fully adherent’ in terms of completing a 
weekly and homework review, implementing the appropriate core 
exercise and setting related homework tasks.  
 
4.3 Feasibility data 
 
In the 3 cases where participants dropped out of the intervention, 
these were related to the feasibility of beginning or continuing with 
the intervention. Two participants dropped out following session 10 
(of 12), 1 due to a sudden deterioration in their physical health, and 1 
because they were struggling to engage in the intervention due to the 
intensity of their anxiety. The third participant dropped out during 
the delayed-treatment phase, before receiving the intervention, as 
they did not feel ready to engage in psychological therapy. 
 




In the 3 cases where participants dropped out of the intervention, 
none of these were for reasons of dissatisfaction with the tCBT 
intervention. 
 
4.4.2 Feedback from the Discharge Satisfaction Questionnaire (DSQ) 
 
 
All of the treatment completers (n=12) completed the DSQ. Data from 
items 3 to 10 on the DSQ were analysed using descriptive statistics. 




Table 13: Descriptive statistics for Items 3 to 10 of the DSQ. 
 * ‘0=Not at all, 10=Definitely’ 
 
Overall, satisfaction with the therapy (as captured by items 3 to 10 of 
the DSQ) was rated very positively. The mean score on every item was 
greater than 9 out of 10 (where ‘0’ = ‘Not at all’ and ‘10’ = ‘Definitely’). 
There was very little variation between the mean responses endorsed 
for each item. However, the most positively endorsed aspect of the 
therapy was its location and feeling treated with dignity and respect 
by the therapist. The least positively endorsed aspect of the therapy 
was the extent to which the therapists helped the client move towards 
their goals, however, this rating was still high (9.1/10).   
 
Of the 12 treatment completers who completed the DSQ, two-thirds 
(n=8) provided qualitative feedback. Participants were invited to “Tell 
us anything else that you would like us to know. Including any other 
comments about the service you received, your experience of your 
therapist or more information on any of the questions that you have 
answered already”.  These responses were transcribed and distilled 
Item Mean* SD 
Q3. Were you satisfied with the wait time for therapy? 9.42 1.00 
Q4. Were you satisfied with the location of your 
therapy? 
9.75 0.87 
Q5. Did you feel your therapist treated you with 
dignity and respect? 
9.83 0.58 
Q6. Did you feel your therapist understood your 
experiences?  
9.33 1.07 
Q7. Did you feel that you had enough time to explore 
your experiences? 
9.50 0.90 
Q8. Did your therapist help you to set out the goals 
for your therapy? 
9.50 1.24 
Q9. Overall did the sessions with your therapist help 
you move towards your goals? 
9.08 1.44 
Q10. Overall did the sessions with your therapist 




into 5 core themes, which related to “therapist characteristics”, 
“therapeutic relationship”, “gratitude”, “outcomes” and “content” of 
the tCBT intervention. An additional theme was also assigned to 
“miscellaneous” responses (see Table 14).  
 
Table 14: Themes and frequencies of related responses (n) for Item 11 
of the DSQ. 
 
Theme n 
“Therapist characteristics” 5 
“Outcomes”  5 
“Gratitude” 4 




Most of the qualitative feedback related to comments about therapist 
characteristics and the outcomes of the intervention. Participants 
highlighted positive qualities in their therapist. For example, one 
participant commented “She was very kind and helpful” and another 
“She is a genuine caring person”. Participants' feedback regarding the 
outcomes of the intervention was also positive. Within this theme 
some participants attributed a positive outcome to the therapist (e.g. 
“She taught me how to live again” and “Her insight has given me a new 
lease of life”), whilst others attributed a positive outcome to the 
intervention (e.g. “The sessions have helped me to cope better with my 
anxiety” and “The treatment has given me my confidence back and I 
feel back to my old self”).  
 
Another popular theme related to comments expressing gratitude. 
Examples of comments subsumed within this theme include “I 
appreciated talking to someone”, “I am sincerely grateful for the helpful 
sessions”, “The help I have had I would never have thought possible” 





Other themes to emerge from participants' feedback related to the 
therapeutic relationship and content of the intervention. In terms of 
the therapeutic relationship these comments were again positive, with 
one participant mentioning “From my first meeting with [therapist] I felt 
at ease, also a good sense of trust on my part as the relationship built 
up,” and another “She understood where I was coming from and did 
not presume I fit the stereotype of your average Asian woman”.  
 
In terms of content this theme contained one positive and one 
negative comment. One participant commented positively about the 
intervention as a whole: “The exercises really helped me to evaluate 
my old habits and work out what I could do instead. The mindfulness 
exercise was also helpful for stress and I liked it because it was not too 
long, so feasible to do regularly”. Another spoke negatively about the 
materials they had received: “I found the hand-outs very confusing and 
repetitive. It took a great deal of concentration to understand what was 
being said – and that was only after 2 or 3 times! I thought that they 
were unnecessarily complex and simpler language would have been 
more understandable”.  
 
The final theme “miscellaneous” was assigned to two extraneous 
comments that did not directly relate to the therapist or intervention 
received. For example, one participant commented “She will, I am sure 
do exceptionally well in her career”, and another “I used to suck a 





4.4.3 Homework compliance 
 
The percentage of full, partial and non-compliance with respect to 
homework across the tCBT intervention was calculated for each 
participant (n=14). Overall, the average proportion of homework tasks 
partially or fully completed was 76%. Within this, the proportion of 
fully completed homework tasks was 58% and the proportion of 
partially completed homework tasks was 18%. The proportion of non-
compliance was 24%. 
 
4.5 Summary of results 
 
No significant differences in participants’ symptom scores were found 
between the immediate and delayed-treatment groups prior to the 
commencement of treatment. However, when participants halfway 
through the tCBT intervention (immediate-treatment), were compared 
with those just about to start the intervention (delayed-treatment) 
there were significant differences found in participants’ depression 
symptoms, but not anxiety or general mood symptoms (CORE-10).  
 
There were significant main effects of time (pre- vs. mid- vs. post-
treatment) and post-hoc analyses revealed a significant reduction in 
scores pre- to post-treatment on the CORE-10, and pre- to mid-
treatment and pre- to post-treatment on the HADS anxiety and 
depression subscales. Furthermore, medium pre- to post-treatment 
effect sizes were achieved on all the self-report measures.   
 
The percentage of participants scoring within the ‘non-clinical range’ 
on the HADS subscales increased to 57 (anxiety) and 71% 
(depression) at post-treatment. Furthermore, 43% (anxiety) to 71% 
(depression) of participants achieved reliable improvement in their 
symptoms and between 36% (anxiety) and 64% (depression) were 
classifiable as ‘recovered’ at post-treatment.  
 
Three participants dropped-out of the intervention, and in all cases 
the reasons for attrition were not due to the feasibility of or 
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dissatisfaction with the intervention. Participant feedback was 
overwhelming positive, especially regarding the location of the 
intervention (often the participant’s home) and the extent to which 
the participant felt they were treated with dignity and respect. 
Homework compliance was high (76%), suggesting that the majority 




5.  Discussion: 
 
 
The primary aims of this study were to ascertain preliminary 
estimates of the efficacy, feasibility and acceptability of delivering 
tCBT to older people with symptoms of depression and anxiety in 
comparison to a 7-week delayed-treatment condition. This section will 
begin by discussing the main findings in relation to the hypotheses 
and wider literature. It will then move on to consider the implications 
of the study findings.  Finally, it will address methodological issues 
and areas of future research. 
 
5.1 Discussion of main findings in relation to hypotheses and 
previous research 
 
5.1.1 How efficacious is tCBT for older people with anxiety and 
depression? 
 
It was hypothesised that the tCBT intervention would significantly 
reduce symptoms of anxiety and depression among older people 
relative to a delayed-treatment control condition. There was partial 
support for this hypothesis. Outcomes for those in the immediate-
treatment group were superior to those in the delayed-treatment 
group at the mid-intervention point in terms of self-reported 
depression symptoms, but not in terms of self-reported anxiety and 
overall mood symptoms. There are a few possible explanations for the 
failure to find significant between-group differences in anxiety or 
overall mood symptoms, the most likely reason being because the 
study was underpowered to detect between-group differences. 
Another factor is the sensitivity of the outcome measures used. For 
example, there is some evidence to suggest that the HADS is poorer at 
detecting changes in anxiety symptoms in older adults (Davies et al., 
1993), perhaps because of the complicated interaction between 
somatic and mood symptoms. This poorer sensitivity could also partly 
explain the smaller rates of ‘recovered’ (36 vs. 64%) and ‘reliably 
improved’ (43 vs. 71%) found here in terms of anxiety relative to 
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depression symptoms. Another possible explanation for this 
differential outcome is that the more active components of the 
treatment protocol (e.g. cognitive restructuring, confronting physical 
sensations, graded emotional exposure) were covered during the 
second half of treatment, after the mid-treatment assessment when 
the between-group differences were analysed. It is plausible that 
these treatment components are particularly beneficial for tackling 
fears and anxiety symptoms and therefore, this finding may merely 
represent an artefact of the point at which between-group data were 
analysed, rather than indicating reduced efficacy of the tCBT 
intervention in relieving anxiety symptoms.  
 
It was also hypothesised that the tCBT intervention would 
significantly reduce self-reported symptoms of anxiety and depression 
in older people pre- to post-treatment. Evidence was found to support 
this hypothesis. This finding replicates previous trials examining the 
efficacy of tCBT for emotional disorders (Titov et al., 2011; McEvoy & 
Nathan, 2007; Ellard et al., 2010; Farchione et al., 2012) and extends 
the body of research demonstrating that efficacious adaptations of the 
UP (Barlow et al., 2011) to other age groups can be achieved 
(Ehrenreich et al., 2009; Bilek & Ehrenreich-May, 2012).  
 
Medium within-group effect sizes were obtained on all three self-
report outcome measures, which were not as large as those reported 
in trials examining the UP with working-age adults (Beck Depression 
Inventory-II [BDI-II] d=0.95, BAI d=1.13; Farchione et al., 2013) or a 
recent group CBT trial for comorbid anxiety and depression in older 
people (Geriatric Depression Scale [GDS] d=0.98, Geriatric Anxiety 
Inventory [GAI] d=0.95; Wuthrich & Rapee, 2013), although it is 
difficult to reliably compare these effect sizes as the study was 
underpowered.  
 
More than half of the participants dropped to within the non-clinical 
range in terms of their self-reported symptoms of anxiety (57%) and 
depression (71%) following the tCBT intervention. Furthermore, the 
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proportion of participants who achieved clinically reliable change (as 
indicated by the RCI) (43% anxiety; 71% depression) and ‘recovery’ 
(36% anxiety; 64% depression) was also promising. The rates of 
recovery and reliable change achieved here are comparable to those 
achieved in trials examining the UP (Barlow et al., 2011) with 
working-age adults. For instance, in an evaluation of the UP 
(resembling the version adapted for the current study) Ellard et al. 
(2010) reported that 60% of participants scored within the non-
clinical range on at least one outcome measure and Farchione et al. 
(2013) reported rates of 50%. Furthermore, these results are 
comparable to those reported in a recent RCT examining group CBT 
for comorbid anxiety and depression in older people (Wuthrich & 
Rapee, 2013), in which 42% of participants in the intervention group 
were classifiable as within the ‘non clinical range’ (although this was 
based on clinician- rather than self-report measures) and 73% 
showed reliable improvement in their symptoms pre- to post-
treatment. These comparisons with similar studies are tentative as 
they utilised different outcome measures, but are none-the-less 
encouraging for this pilot study. 
 
It is also important to acknowledge that two participants reliably 
deteriorated either in terms of their depression and/or anxiety 
symptoms. Whilst neither of these participants identified the 
intervention as contributing to their deterioration, it is important to 
consider the reasons underlying this. One participant (who showed 
deterioration in their depression scores) completed their post-
treatment outcome assessment almost a week after their final session 
(due to the availability of the outcome assessors) and during this time 
experienced significant interpersonal difficulties, which affected their 
scores. This participant was followed-up almost 2-months later and 
their scores had decreased to within the non-clinical range. They were 
subsequently referred for psychodynamic psychotherapy due to 
encountering frequent interpersonal difficulties. The other participant 
to indicate symptom deterioration (on both HADS subscales) had an 
undiagnosed personality disorder, limited motivation to change, 
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chronic neuropathic pain and poor physical health, which affected 
their response to and ability to engage in the intervention. This 
person reported some treatment gains at the end of therapy (e.g. 
becoming more aware of their limitations and accepting of their 
illness), but these were not detectable on outcome measures used in 
the study. Such treatment gains may not have affected their anxiety 
or depression in the short-term, but may have a more beneficial effect 
in the long-term. This participant was subsequently referred for pain 
management.  
 
The psychotherapy outcome literature suggests that approximately 
10% of patients will demonstrate symptom deterioration following 
treatment (Boisvert & Faust, 2003). The examination of deterioration 
associated with a therapeutic intervention is complex as it is difficult 
to ascertain cause and effect (i.e. whether the deterioration would 
have occurred anyway). However, genuinely harmful therapeutic 
interventions tend to be associated with high levels of attrition 
(Lilienfeld, 2007), which was not the case here. Another indicator of 
genuinely harmful interventions is if significantly more patients 
exhibit symptom deterioration following treatment compared to those 
receiving no treatment (Mays & Franks, 1980), this was also not 
demonstrated here. Therefore, whilst it cannot be concluded that the 
symptom deterioration which occurred for the two participants 
described above was caused by the tCBT intervention, it is clear that 
the UP needs further refinement and evaluation to improve its efficacy 
and utility to older people with emotional disorders.  Some potential 
ideas as to how the UP might be more successfully refined for this 




5.1.2 How feasible is it to deliver tCBT to older people with anxiety 
and depression?  
 
It was hypothesised that it would be feasible to deliver the tCBT 
intervention to older people with anxiety and depression. Evidence 
was found to support this hypothesis. Overall, the tCBT therapists 
consistently delivered the intervention as per the adapted protocol to 
the benefit of the vast majority of participants and there was no 
evidence of attrition due to practical reasons.  
 
Although the feasibility of delivering different aspects of the 
intervention was not systematically or independently evaluated, 
during supervision sessions the study therapists frequently 
commented that the ‘identifying and evaluating automatic appraisals’ 
and ‘confronting physical sensations’ exercises were particularly 
challenging to deliver. The therapists often reflected that it was 
difficult to implement the ‘confronting physical sensations’ exercise 
with people who were predominantly depressed and who reported 
little distress associated with mood-related physical sensations. The 
challenge of delivering this exercise with an older population was also 
not surprising given that many suffered with comorbid physical 
health conditions, such as chronic pain, COPD, and angina, which 
complicated or prohibited the intentional provocation of symptoms 
(Evans, 2007; Zeiss, Lewinsohn, Rohde & Seeley, 1996).  
 
It is perhaps also not surprising that ‘identifying and evaluating 
automatic appraisals’ was often described as challenging with this 
age group as only 2 sessions were allocated to tackle these skills in 
the treatment protocol, however, research suggests that this 
technique takes longer to implement with older than younger people. 
Chand and Grossberg (2013) suggest that modification of 
dysfunctional beliefs can take longer in this age group simply because 
these have strengthened and become more entrenched over a longer 
lifetime. There is also some evidence to suggest that older people are 
genuinely less successful at implementing cognitive reappraisal 
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techniques than younger people (Opitz, Rauch, Terry & Urry, 2012), 
perhaps because reappraisal requires cognitive control abilities, 
which are known to decline with age (Kalisch, 2009). Opitz et al. 
(2012) found that compared with younger adults (18-22 years), older 
adults (55-65 years) had greater difficulty using cognitive reappraisal 
techniques to decrease the intensity of unpleasant emotions. This 
observation was accompanied by significantly less activation within 
two areas of the prefrontal cortex (PFC) implicated in cognitive 
control, and predictive of reappraisal success (the left ventrolateral 
and dorsal medial PFC). 
 
On reflection, the study therapists and independent clinical 
supervisor felt that to further improve the feasibility of delivering this 
protocol to an older audience it might be helpful to include additional 
content relevant to common age-related concerns (e.g. fear of falling, 
pain-management, carer wellbeing), place a greater emphasis on 
delivering behavioural exercises earlier on in treatment and the 
involvement of family members (where appropriate), allow more time 
to be spent on thought challenging and mindfulness skills (e.g. 3-
minute breathing spaces), simplify and reduce the amount of content 
presented to handouts/summaries, permit greater flexibility in the 
delivery of the protocol (e.g. didactic vs. experiential), and slightly 
increase the length of the intervention. These suggestions echo 
recommendations within the older adult literature on how to address 
the specific nuances of late-life mood presentations (e.g. Laidlaw et 
al.’s [2004] conceptual framework for older people, which advocates 
for increased focus on physical health, cohort beliefs, and adapting to 
losses and role transitions), and recommendations discussed earlier 
about allowing more time for cognitive reappraisal exercises with 
older people (Chand & Grossberg, 2013; Optiz et al., 2012). There is 
also evidence to support the involvement of family members when 
planning homework tasks (Teri et al., 1994) and offering older people 
a greater number of sessions (where appropriate).  For instance, 
Laidlaw, Thompson, Gallagher-Thompson, & Dick-Siskin (2003) 
suggest that older people may require between 16 to 20 sessions to 
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achieve remission of depression symptoms. Furthermore, Pinquart 
and Sörensen (2001) argue that the often chronic nature of difficulties 
and stressors in late life require a longer course of treatment than 
with younger people for whom difficulties/stressors are more often 
acute and recently acquired. Finally, the request to simplify and 
reduce the amount of content presented in handouts and session 
summaries underscores evidence which suggests that older people 
may benefit from information presented in smaller volumes and a 
lower reading level than working-age people (Howard, Sentell & 
Gazmararian, 2006) due to cohort differences in access to higher 
education and processing speed abilities. 
 
5.1.3 How acceptable is tCBT to older people with anxiety and 
depression?  
 
It was hypothesised that the tCBT intervention would be acceptable 
to older people with anxiety and depression. Evidence was found to 
support this hypothesis. Rates of attrition were low (n=3) and where 
they occurred were not due to dissatisfaction with the intervention. 
Another common indicator of acceptability is homework compliance 
(Scheel, Hanson & Razzhavaikina, 2004), which was high (76%) 
despite the challenges often posed to older people in completing these 
tasks (e.g. due to physical constraints and/or carer demands). 
Participants indicated very high satisfaction with the intervention, 
and highlighted particular appreciation of the therapists’ 
characteristics, the quality of the treatment they received and the 
outcomes they gained. These findings are consistent with evidence 
that suggests that older people often demonstrate better treatment 
compliance, lower dropout rates, and more positive responses to 
psychological treatments than younger people (Nierenberg & McColl, 




5.2 Clinical implications 
 
A key motivator for seeking to evaluate the potential efficacy, 
feasibility and acceptability of applying a tCBT intervention to older 
people with anxiety and depression is that these disorders frequently 
co-occur within this population, and are associated with worse 
physical and mental health outcomes than either disorder alone and 
a poorer treatment response (Wuthrich & Rapee, 2013). Comorbidity 
represents a complex clinical conundrum for clinicians and it is not 
sufficient to randomly amalgamate elements from different disorder-
specific protocols to tackle this issue as evidence suggests this 
reduces their efficacy (Craske et al., 2007). There is consensus that 
the current efficacy, availability and range of psychological treatments 
for older people with anxiety and depression need to be improved 
(Gould et al., 2012a, Gould et al., 2012b, Ghosh, 2009) in order to 
better serve an aging population, and meet service targets (DoH, 
2011).  
 
5.2.1 Implications for the NHS 
 
The current preference within stepped-care mental health services 
such as IAPT to target overt and diagnostic-exclusive maintaining 
processes (rather than shared and latent processes) with traditional 
disorder-specific CBT protocols has several disadvantages. For one, 
the sheer number of different protocols required to learn is timely, 
plus it is a challenge to train to implement each of these specific 
protocols to a high standard. However, therapist skill is key as 
research consistently demonstrates that the efficacy of any one CBT 
protocol is positively related to the skill of the individual practitioner 
(Barber, Sharpless, Klostermann, & McCarthy, 2007; Simons et al., 
2010). The extensive resources and time taken to train these 
clinicians currently is therefore expensive (currently highly 
specialised clinicians with post-graduate training in CBT are 
required). This in turn restricts the number of sufficiently trained 
clinicians available and thus the public’s access to evidence-based 
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treatments. With further evaluation and refinement of the 
intervention examined here, tCBT on the other hand has the potential 
to provide significant savings in terms of the costs and time required 
to train clinicians. This is because tCBT comprises a distilled set of 
techniques that can be readily applied to a range of disorders. 
Therefore, a shift to delivering tCBT would mean clinicians could 
concentrate on mastering a simpler, more stream-lined set of 
techniques to a high standard and could enable more junior 
clinicians (such as Psychological Wellbeing Practitioners; PWPs) to 
deliver these treatments too. For instance, if the efficacy of tCBT 
treatments is established in future research and treatment 
guidelines, low intensity versions of the intervention for mild to 
moderate cases of comorbidity (e.g. guided self-help materials and 
group-based interventions) could be designed to be delivered by 
PWPs. The ability to train more therapists, and together with the 
time-saved delivering a single vs. multiple disorder-specific protocol, 
would create much needed improvements in access to effective 
psychological interventions, especially for older people. These time 
and cost savings could also help mental health services such as IAPT 
to move closer to the 12% representation target of older people (from 
4%) set out in the ‘Talking Therapies: four year plan of action' (DoH, 
2011).  
  
The parsimony of tCBT also represents an advantage to older people. 
For instance, tCBT has the potential to simplify treatment planning 
for older people with comorbid disorders (as comorbid symptoms can 
be addressed with a single rather than multiple protocols). tCBT also 
provides a more distilled and generalisable set of core therapeutic 
techniques for older people to acquire. Research demonstrates that 
the ability to attain and analyse new information declines with age 
(‘Fluid intelligence’ [Gf]; O’Brien, 1999), therefore a reduction in the 
number of new techniques presented could facilitate skill acquisition 
in older people. The time saved learning new skills would allow older 
people more time to focus on embedding these skills in to their every 
day lives, which could benefit the durability of treatment gains. 
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Furthermore, because the core skills presented in tCBT are applicable 
across mood disorders (e.g. rather than for a specific anxiety 
disorder), older people may be more equipped to implement the same 
techniques to new difficulties arising in the future. This could help to 
prevent relapse and therefore the need to re-access services, or where 
a re-referral was required psychological intervention could focus on 
briefly refreshing previously learned principles, rather than 
introducing new ones.  
 
5.2.2 Implications for the future refinement of tCBT for older people 
 
This initial adaptation and application of the UP (Barlow et al., 2011) 
to an older, British audience would benefit from further refinement 
and evaluation to enhance its efficacy, feasibility and acceptability. 
On reflecting on the delivery of the UP with this older age group the 
study therapists identified several potential targets for future 
modification, which are in line with recommendations arising from 
the older adult literature. Table 22 summarises the session-by-
session UP protocol delivered in the current study and contrasts this 
against the suggested future adaptations, which are considered in 
turn below. 
 
Experiential exercises vs. cognitive restructuring 
An important future adaptation to the current protocol would be to 
create a greater emphasis on behavioural content and experiential 
exercises earlier on in treatment. This would enable the early 
identification and remedy of any barriers to completing exposure 
exercises, and provide multi-sensory experiences and the opportunity 
to learn through action, which is known to be more powerful than 
didactic instruction alone and particularly useful when working with 
older people (Evans, 2007). Therefore, a greater emphasis on 
behavioural exercises might benefit the acquisition of new skills in 
this population and provide live access to thoughts and fears (for the 
purpose of thought challenging), which an older person may struggle 




As Table 15 illustrates, in practice this might involve moving sessions 
8, 10 and 11 (addressing emotional avoidance and facing feared 
situations) from the end of treatment to the first half of treatment 
(session 1-6). This could then follow with the introduction and use of 
mindfulness techniques (currently session 4-5) to aid patients 
continued progression through their graded exposure exercises. A 
greater emphasis on mindfulness techniques could also provide a 
more feasible alternative to cognitive restructuring, which was 
consistently difficult to implement in the current study. As discussed 
earlier research also suggests that older people can struggle to 
acquire this skill (Opitz et al., 2012; Chand & Gossberg, 2013), and it 
may not be necessary to alleviate mood symptoms (Jacobson et al., 
1996; Hayes, 2004; Borkovec et al., 2002).  A shift to developing a 
greater awareness of maladaptive cognitions rather than challenging 
them may be less confusing to patients and thus more acceptable (as 
currently both techniques are taught, despite their conflicting ethos). 
Mindfulness skills might also be more widely beneficial to older 
people given their utility for other common complaints such as 
chronic pain (Kabat-Zinn, Lipworth & Burney, 1985) and living with 
long-term health conditions (Merkes, 2010). It may also be more 
feasible and efficient to create more time for older people to practice 
and master mindfulness skills rather than extending the length of the 
intervention in order to create sufficient time to cover cognitive 
restructuring techniques.   
 
Additional content: 
Another potential adaptation would be to include more content on 
common age-related issues (e.g. pain management, carer wellbeing, 
fear of falling). This could perhaps take the form of optional additional 
modules for specific concerns, which could be selected based on the 
idiosyncratic presentation of the individual. Table 14 also highlights 
the suggestion to make the session on ‘Confronting physical 
sensations’ an optional module, given feedback that it was not easily 
applicable to patients with a predominantly depressed presentation. 
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Moving away from a session-by-session protocol to a set of core 
modules with a range of optional ‘add-on’ modules would enable a 
greater sense of flexibility (which was also called for) and is likely be a 
more efficient and effective treatment strategy. This shift to a modular 
rather than session-by-session strategy is also consistent with Ellard 
et al.'s (2010) aims to enhance opportunities for skill acquisition and 
promote individualised patient care. 
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Table 15: Summary of current tCBT protocol contrasted against suggested future adaptations. 
Current protocol Suggested future protocol 
Aims Content/Skill Session Content/Skill 
‘Getting 
Motivated and 
Setting Goals for 
Treatment’ 





Examine the 3 components of emotional 
experience (thoughts, emotions/sensations, 






Identify the triggers and responses to emotional 
experiences, as well as the short- and long-term 





Introduce principles of non-judgmental 
awareness. Practice a brief mindfulness exercise. 
4 Move forward Session 8: ‘Understanding behaviours’. 
Identify patterns of emotional avoidance and 
maladaptive Emotion Driven Behaviours (EDBs).   Begin 





Practice a mood-induction exercise. 
Practice anchoring in the present moment. 
5 Move forward Session 10: ‘Facing emotions and feared 
situations’ 
Create a graded hierarchy of situations and sensations 





Identify negative automatic thoughts (NATs) or 
‘thinking traps’. 
6 Move forward Session 11: ‘Facing emotions and feared 
situations’ 
Continue to confront situations in the hierarchy whilst 
using the skills learnt during treatment. 
‘Understanding 
Thoughts’ 
Practice generating more balanced alternatives 
to NATs. 
7 Move Session 4: ‘Learning to Observe Experiences’ 
Introduce principles of non-judgmental awareness. 
Practice a brief mindfulness exercise (e.g.  ‘3-minute 
breathing space’) 
Practice bringing mindful awareness to exposure 
exercises in graded hierarchy. 
‘Understanding 
Behaviours’ 
Identify patterns of emotional avoidance and 
maladaptive Emotion Driven Behaviours (EDBs).   
Begin monitoring these and practicing employing 
behaviours to counter them. 
8 Move Session 5: ‘Learning to Observe Experiences’ 
Continue practicing mindfulness techniques (e.g. 
mindful walking exercise, body scan). 





Conduct interoceptive exposure exercises 
designed to elicit different physical sensations 
which mimic problematic mood symptoms. 
9 Continue working through graded hierarchy using 




Create a graded hierarchy of situations and 
sensations currently avoided. Systematically 
confront these situations whilst using the skills 
learnt during treatment (e.g. present-focused 
awareness, cognitive reappraisal).  
10  Continue working through graded hierarchy/practicing 







Continue to confront situations in the hierarchy 
whilst using the skills learnt during treatment 
(e.g. present-focused awareness, cognitive 
reappraisal). 
11  Continue working through graded hierarchy/practicing 




Review key concepts and skills covered during 
treatment, evaluate treatment progress and set 
short- and long-term goals for maintaining 
treatment gains. 
12 Same 
  Examples of optional 
Additional Modules 
   ‘Confronting Physical Sensations’ 
   ‘Pain management’ 
   ‘Carer wellbeing’ 
   “Fear of falling’ 
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Materials 
Another necessary adaptation would be to substantially reduce the 
volume of information presented in the materials given to participants 
and use simpler and more concrete language. Some of the examples and 
vignettes were highlighted as unhelpful either because they did not 
adequately represent the lifestyles and concerns of the different 
subgroups within this population or because the clinical presentation 
depicted in an example (e.g. panic) was not directly applicable to the 
client's own concerns (e.g. pain). It is important to take note of the 
heterogeneity of older people's experiences, lifestyles and attitudes. One 
potential solution to this challenge is to remove the examples and 
vignettes from the handouts given to participants (which would reduce 
the amount of content in line with another suggestion) and for the 
therapist to create these on an individual basis with each client when 
introducing new concepts.   
 
Flexibility and familial support 
A final proposed adaptation would be to instil a more flexible approach to 
the delivery of the protocol and enlist greater familial support (where 
appropriate and possible). For example, it would be beneficial if clinicians 
could decide how many sessions (e.g. between 1 and 3) to spend on each 
section of the protocol in order to accommodate different rates of learning 
and processing speed. A flexible approach to the frequency and location 
of sessions is also needed, given the particular needs of some older 
people. For instance, more frequent sessions (bi-weekly, especially at the 
beginning of treatment) may be helpful to create momentum and provide 
support with the completion of experiential exercises, which may not be 
available within the patient’s network. Likewise, it can sometimes be 
necessary (due to frequent medical appointments) and/or preferable (due 
to a care giving responsibilities) to have sessions arranged over a greater 
span of time (e.g. bi-monthly) in order to enable sufficient time for the 
patient to complete homework tasks. It was often more feasible and 
preferable to participants in the current study to be seen within their 
own homes, and this held several advantages over seeing participants in 
an out-patient clinic. It was easier to establish barriers and facilitators to 
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completing homework tasks and exposure exercises (e.g. creating 
memory aids within the home). This also provided ready access (where 
appropriate) to the patient’s family network, which enabled clear 
identification of care giving challenges as well as significant others who 
could support and facilitate behaviour change. Where family members 
are not available to support patients with homework tasks it might be 
beneficial for therapists to conduct brief between-session telephone calls 
to the patient in order to prompt and coach the patient through 
homework assignments (Dreer, Copeland & Cheavens, 2011). In addition, 
therapists could accompany the patient when completing tasks on their 
graded hierarchy to help build their confidence (e.g. attending a local 
day-care centre for the first time). 
 
5.3 Methodological issues 
 
Despite the encouraging findings achieved by this study, several 
methodological issues (e.g. small sample size, reliance on self-report 
outcome measures, lack of follow-up data, uncontrolled use of 
concomitant psychotropic medication and the lack of an active placebo 
control condition) must be considered when evaluating the findings of the 
current study. The implications of each of these issues are discussed in 
turn below. 
 
5.3.1 Small sample size 
 
A major limitation of the present study was its small sample size (n=15), 
which is likely to have provided insufficient statistical power to reliably 
examine differences between variables, and may account for why 
significant between-group differences were only found in terms of 
depression, and not anxiety or general mood symptoms (n=7/8 per 
group). The HADS depression subscale achieved the largest effect size 
(d=0.78) of all the outcome measures, and so it is likely that a larger 
sample size was required to detect between-group differences in anxiety 
and general mood symptoms. As such it cannot be ruled out that a type 
II error has resulted here.  
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It is important to emphasise that a larger sample size was originally 
planned (n=22), albeit still relatively small. However there were several 
recruitment issues, which precluded this from being achieved. Firstly, 
two out of the four boroughs recruited from struggled to identify 
sufficient numbers of potential referrals due to the greater availability of 
primary care psychological therapy services, which led to referrals being 
of a more complex nature and therefore often unsuitable for the study. 
Moreover, the reliance on CMHTs more generally as the source of study 
referrals meant that potential participants tended to exceed initial clinical 
symptom severity cut-offs (this criterion was later removed), and not 
always be able to safely tolerate a potential 7-week wait for treatment. 
They also tended to have complex presentations due to comorbid 
diagnoses that prohibited their participation in the study (e.g. dementia, 
personality disorder), and/or required a level of flexibility that was not 
possible to provide in a treatment trial (e.g. they required more sessions 
to facilitate treatment engagement and tackle treatment interfering 
behaviours such as emotional instability and intolerance to distress).  
 
A further factor, which impacted on recruitment rates, was the initial 
requirement for potential participants to stabilise on their psychotropic 
medication for 8-weeks prior to commencing in the study (this criterion 
was later removed). Although this criterion initially enhanced the quality 
of the study, it is common for patients to begin or have alterations made 
to their medication when they are referred to and assessed by a CMHT. 
Therefore, this ruled out a large proportion of potential participants. Even 
for those otherwise suitable and keen to take part, the potential wait 
posed by an 8-week stabilisation phase, plus a potential 7-week delayed 
treatment allocation, was often unfeasible and unethical (as a shorter 
waiting time could be expected if accessing routine psychology services).  
Due to the negative impact this requirement had on recruitment rates, it 
was later removed with the support of ethical approval, and benefited 
subsequent recruitment rates. However, the removal of this requirement 
does compromise the conclusions that can be drawn from the study 
findings and is discussed further in section 5.3.4.  
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5.3.2 Reliance on self-report measures 
 
Another methodological limitation of the current study was its reliance on 
self-report measures to evaluate changes in symptomology and 
impairment. The validity and reliability of self-report data can be 
compromised by various sources of bias such as recall and social-
desirability bias, and errors in self-observation. Therefore, it will be 
important for future research to replicate and corroborate the study 
findings with independent clinician ratings. Furthermore, evidence from 
a recent meta-analysis of CBT for depression in older people revealed 
smaller effect sizes for self- compared to clinician-rated measures (Gould 
et al., 2012b). This suggests that the reliance on self-report measures 
may have underestimated the degree of change achieved by the tCBT 
intervention and clinician-rated measures are also required to ensure a 
more accurate estimate of change and clinical efficacy. Although 
clinician-rated measures were used as part of the initial screening 
assessment (HAM-A and HAM-D), these were not utilised to measure 
changes in outcome at mid- and post-treatment due to the limited size of 
the research team and failure to identify suitably experienced 
independent outcome assessors for this purpose.  
 
In terms of the self-report measures used in the current study (HADS 
and CORE-10), these were selected partly for their efficacy in measuring 
symptoms of anxiety and depression in older people (Kenn et al., 1987; 
Spinhoven et al., 1997; Helvick, Engedel, Scancke, & Selbæk, 2011; 
Roberts, Fletcher & Merrick, 2014) and partly because these are quick to 
complete and the key outcome measures utilised by the older adult 
services within SLaM. The HADS in particular is argued to be particularly 
suitable for use with older people as it was originally designed for use 
with physically ill people and to minimise the influence of concomitant 
physical illnesses on the measurement of mood (Laidlaw et al., 2004). 
However, it should be highlighted that most of the studies evaluating the 
validity of the HADS with older people has tended to focus on the 
depression subscale (Kenn et al., 1987; Spinhoven et al., 1997, Helvick et 
al., 2011) and there is some evidence to suggest that the HADS is poorer 
at detecting changes in anxiety symptoms in older adults (Davies et al., 
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1993). This could partly explain the smaller rates of ‘recovered’ and 
‘reliably improved’ found here in terms of anxiety symptoms.  
 
5.3.3 Lack of follow-up data 
 
 
Another important limitation of the current study is the lack of a follow-
up assessment. Consequently, the persistence of the treatment gains 
noted here is not known and cannot be presumed. It can also not be 
ruled out that the full extent of treatment gains achieved by the 
intervention may not be evident until several weeks following treatment 
when participants have had more opportunity to put their newly acquired 
skills into practice. It is vital that future evaluations continue to assess 
participants following the intervention in order to determine whether 
tCBT can achieve similarly durable outcomes to existing disorder-specific 
CBT interventions and other evaluations of the UP (see section 5.4 for 
further discussion on this issue).  
 
5.3.4 Uncontrolled use of concomitant psychotropic medication 
 
The requirement for participants to stabilise on their concomitant 
psychotropic medication prior to commencing in the study was later 
withdrawn in order to facilitate recruitment rates. As such, changes in 
psychotropic medication were not controlled and therefore the extent to 
which changes (increases and decreases) in pharmacotherapy 
contributed to symptom improvement and deterioration (as side effects 
experienced when medication is changed can mimic mood symptoms 
such as fatigue, shakiness, etc) cannot be clearly established. However, 
what is known is that participants who were not in receipt of 
psychotropic medication or did not experience dose changes during the 
course of the study (n=5) were among those to report improvements in 
their symptomology, which provides tentative evidence to suggest that 
the tCBT intervention was responsible for a proportion of the treatment 
gains.  
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5.3.5 Lack of an active placebo comparison group 
 
The tCBT intervention was compared to a 7-week delayed-treatment 
control condition and not an active placebo intervention that controlled 
for non-specific therapeutic factors (such as perceiving your therapist to 
be empathic and competent), which can affect treatment outcome 
(Chatoor & Krupnick, 2001). Therefore, the extent to which the distinct 
components of tCBT contributed to symptom reduction is unknown. 
 
5.3.6 Treatment adherence checklist 
 
The measure used to assess treatment adherence (see appendix 11) was 
not validated and therefore its reliability and validity is untested, and its 
ability to consistently and accurately capture adherence to the UP may 
have been compromised. Also, whilst the checklist assessed therapist 
adherence it did not assess therapist competence, which is another key 
component of treatment fidelity associated with outcome (Waltz, Addis, 
Koerner & Jacobson, 1993).  
 
To assess therapist competence, the rater requires a thorough grounding 
in the therapeutic model and intervention under scrutiny in order to 
accurately judge the skill of the therapist and the appropriateness and 
timing of interventions used (Stiles, Honos-Webb, & Surko, 1998). 
Unfortunately it was not possible to identify a suitably experienced, 
independent clinician for this purpose. It is also not clear which form of 
therapist competence measure it would have been appropriate to employ 
as neither adherence or competence has yet been formally examined in 
the Barlow group trials of the UP (Ellard et al., 2010; Farchione et al., 
2013). The Cognitive Therapy Scale-Revised (Blackburn, James, Milne & 
Reichelt,  2001) could potentially have been employed, however this is 
time-consuming to complete, and was designed to assess traditional 
disorder-specific CBT interventions, and therefore its ability to reliably 
and accurately assess tCBT interventions is unknown and untested. 
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5.3.7 RCT design 
 
Whilst a RCT provides a robust, ‘gold-standard’ design to evaluate 
efficacy due to its ability to control for and balance factors that may affect 
outcome, its artificiality limits its external validity and the ability to 
generalise findings to real-world clinical settings. It could be questioned 
with regard to the ‘hourglass model’ of treatment development 
(Salkovskis, 1995) why such a stringent research design was adopted 
given that this was a novel pilot study. The hourglass model posits that 
highly controlled studies are relevant for only one portion of the 
development cycle (neck of the hourglass), while less controlled methods 
(such as case studies and effectiveness studies) are more appropriate 
during the early and late stages. However, whilst this was a pilot study of 
an intervention conducted with a novel population, the theoretical basis 
of the UP (CBT) has been extensively studied and CBT is recognised as an 
effective evidence-based treatment for older people (Gould et al., 2012a, 
Gould et al., 2012b). Therefore, a RCT design was chosen over arguably 
more clinically sensitive and tentative methodologies (e.g. case series, 
which are subject to several biases) based on the strength of the existing 
CBT evidence base, but also in order to provide a robust evaluation of the 
intervention and enable confident conclusions to be drawn regarding its 
efficacy. The RCT design utilised was arguably clinically sensitive 
given that significant between-group differences were found despite 
an underpowered sample size and after only half the intervention 
had been delivered. As a result the preliminary efficacy estimates 
gained here will be able to inform the future refinement of the UP and 
add weight to the application for funds to conduct a larger scale trial with 
this population.  
 
5.3.8 Study therapists 
 
It is important to acknowledge that one of the study therapists was also 
the chief investigator, as this arrangement may have given rise to 
different forms of bias. Researcher allegiance, which is a researcher’s 
belief in the superiority of a treatment and/or the theory of change 
associated with a treatment is one form of potential bias here and has 
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been shown to be positively associated with treatment outcome (Munder 
et al., 2013). Strong researcher allegiance can affect the way participants 
are treated/assessed, the way the intervention is delivered or data is 
recorded. In the current study however, safeguards including monthly 
supervision and treatment adherence monitoring helped to minimise the 
potential risk of this bias. Social desirability bias (answering questions in 
a manner that will be viewed favourably) may also have come in to play 
here as approximately half of the participants completed their weekly 
self-report measures in the presence of the chief investigator. The risk of 
this bias was minimised by emphasising to participants that there was 
no right or wrong answer and encouraging them to answer the questions 
independently and honestly. This risk could be further minimised by the 
additional collection of clinician-rated measures throughout the 
intervention in future trials of this intervention.  
 
5.4 Future research 
 
Future research should seek to further improve the efficacy of this 
adapted protocol for older people with emotional disorders, by looking to 
incorporate the modifications discussed in section 5.2.2, and evaluating 
this revised tCBT protocol with a larger sample, powered to detect 
between-group differences. Encouragingly, targeted modification of an 
initial version of the UP for working-age people led to increased rates of 
recovery and maintenance of treatment gains (Ellard et al., 2010).  In 
accordance with the methodological limitations of the pilot study, future 
evaluations of tCBT with this population should seek to incorporate a 
longer delayed-treatment phase (in order to allow between group 
differences in mood symptoms to be analysed at the post-treatment 
point) and prioritise the additional collection of clinician-rated measures 
of mood (e.g. the HAM-A &-D), occupation/function (e.g. the Social 
Functioning Questionnaire; Tyrer, 1990) and impairment (e.g. Euroqol32 
to measure health-related quality of life; Brooks, 1996). Participants 
should be required to stabilise on their current dose of psychotropic 
medication for a minimum of 8-weeks prior to commencing in the trial, 
and follow-up data would ideally be collected at 3-, 6- and 12-months 
following the intervention in order to establish the durability of treatment 
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gains. Research comparing tCBT with an active placebo condition that 
specifically controls for potential non-specific therapeutic factors (e.g. a 
talking control condition such as that used by Serfaty et al., 2009) is also 
needed in order to determine whether the distinct components of the 
tCBT intervention are uniquely responsible for the promising indications 
of efficacy noted here. In addition, further research comparing tCBT with 
other disorder-specific CBT protocols is required in order to evaluate 





Overall this study meets a need to develop efficacious, feasible and 
acceptable transdiagnostic interventions to tackle the problem of 
comorbid anxiety and depression in older people. Tackling both disorders 
at once is likely to be time and cost-effective and produce superior 
outcomes to treatments that take a disorder-specific approach. This 
study has demonstrated that tCBT can produce efficacious outcomes for 
older people with comorbid emotional disorders and that it is both 
feasible and acceptable to apply tCBT interventions to this population. 
The results and experiences of this initial application of an established 
tCBT intervention to an older audience are encouraging and hold several 
clinical implications for the continued development and improvement of 
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1.  Abstract: 
 
Background: Improving the stability of foster care placements is a priority 
for social services (NICE-SCIE, 2010). Placement instability is known to 
exacerbate negative outcomes for Looked After Children (LAC) and poses 
a significant challenge to social workers who are faced with finding new 
and appropriate placements at short notice. Research has revealed 
several factors that impede and facilitate placement stability. However, 
less is known about how social workers can best identify these to assess 
and promote placement stability. In previous work, the “STABILITY” 
screening tool was developed to meet this need, with input from local 
psychologists. This service project sought to audit the use and impact of 
this evidenced-based tool [e.g. practice improvement] during a 3-month 
pilot phase, and to explore social workers’ perceptions of the tool and its 
associated training. 
Method: N=148 social workers in an inner London local authority LAC 
service were invited to attend training on how to use the STABILITY 
screening tool and then encouraged to use the tool in their practice to aid 
their care planning for LAC. Evaluation involved three phases: (1) 
assessment of training uptake and satisfaction; (2) a prospective case 
note audit to examine use and impact of STABILITY in practice; (3) 
qualitative interviews with social workers to examine contextual factors 
affecting implementation.   
Results: N=52 social workers attended the STABILITY training, of whom 
83% completed a training satisfaction questionnaire. The content, 
delivery, relevance and usefulness of the training were each rated as 
“very good” or “outstanding” by a majority of respondents. However, 
whilst most of the social workers that attended the training thought that 
placement stability was relevant to their practice, this did not lead to 
them using the STABILITY screening tool. Interviews conducted with 
N=12 social workers revealed several themes regarding the acceptability 
(‘value’, ‘validity’, ‘content’), feasibility and barriers (‘burden’, ‘resistance’) 
to using the screening tool as well as some suggestions to improve its use 
in the future (‘mandated use’, ‘sharing responsibility’, ‘reminders’). These 
themes were conceptualised in a model, which hypothesised how these 
themes related to each other and influenced outcome.  
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Conclusions: Implementing new service innovations is a dynamic and 
evolving process.  Research on behaviour change within organisations 
indicates that successful interventions are those that are continuously 
improved to better fit the needs of individuals and the services they work 
within. Interviews with the social workers revealed the barriers to its 
current use as well as clear suggestions to facilitate its use in the future. 
These were aligned with research and theory on successful behaviour 
change and gave rise to six future recommendations, which were fed 
back to the service. If applied to future intervention strategies, these 
recommendations are likely to improve the acceptability, feasibility and 
subsequent utility of the STABILITY screening tool within the CYPS.  
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2.  Introduction: 
 
2.1  Looked after children and risks associated with placement 
instability 
 
The term ‘looked after’ refers to those children who are in the care of their 
local authority either due to a court order or a voluntary arrangement 
made with the child’s parents (DoH, 1989). In 2011 there were 
approximately 65,520 Looked After children (LAC) in England (DfES, 
2011). The majority of Looked After children in England reside in foster 
care placements (74%) and 37% are aged between 10-15 years.  Most 
LAC will enter the care system having already been exposed to an adverse 
early environment and a variety of stressors such as neglect, abuse, 
domestic violence and parental loss (Department of Children, Schools 
and Families, 2009). These experiences in themselves are associated with 
negative developmental outcomes, and can lead a young person to fail to 
achieve ‘satisfactory wellbeing in adulthood’ (Stein & Munro, 2008). The 
provision of a foster care placement is intended to help improve long-term 
outcomes for these vulnerable children and prevent further exposure to 
and accumulation of negative events. However, it is well documented that 
if these placements are not stable they may in fact replicate and 
exacerbate existing difficulties (Ward, 2009; Zima et al, 2000). Research 
indicates that it is not unusual for LAC to have three placements over the 
course of a year (DfES, 2006), whilst children in the community move 
home on average three times over the course of their entire childhood 
(Moyers & Mason, 1995). 
 
A large body of research has consistently demonstrated that placement 
instability and recurrent placement moves can increase the likelihood of 
attachment difficulties (Palmer, 2006), emotional and behaviour problems 
(Newton, Litrownik & Landsverk, 2000), a poor sense of self-esteem and 
identity (Unrau, Seita, & Putney, 2008), disrupted education and reduced 
academic performance  (Zima et al, 2000) and increased dependence on 
physical and mental health services (Rubin et al., 2004). Furthermore, 
there is evidence to suggest that recurrent placement moves may have a 
cumulative negative effect, as it is associated with future placement 
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instability (Webster, Barth & Needell, 2000). Following from this 
evidence, recent social care policies and practice documents have 
emphasised the need for social services to prioritise improving the 
stability of the foster placements they provide (DfES, 2007; NICE-SCIE, 
2010). 
 
2.2 Factors related to placement instability 
 
In order to promote placement stability it is important to understand the 
factors that lead to placement breakdown. The research base broadly 
indicates that factors related to placement instability can be clustered 
into three categories, factors relating to the child, the placement/carer 
and the interactions between these (Berridge & Cleaver, 1987, Rock, 
Michelson, Thomson & Day, 2013).   
 
2.2.1  Child factors 
 
There is consistent evidence that the likelihood of placement instability is 
higher when the child is older, or has emotional or behavioural problems 
(James, 2004; Barber & Delfabbro, 2003). The reasons children come 
into care is also known to be important, with children removed for 
reasons of neglect more likely to experience placement breakdown than 
those removed for sexual abuse (Connell, Katz, Saunders & Tebes, 2006).  
 
2.2.2 Placement and carer factors  
 
Oosterman et al’s (2007) meta-analysis revealed that experiencing 
previous placements was a significant predictor of placement breakdown. 
They also reported that factors relating to the quality of the caregiving 
provided might protect against risks of placement breakdown. For 
instance, children in the care of foster carers who were highly motivated, 
involved and nurturing, and whose foster families had access to 
resources and support from relatives, tended to be more stable (Kalland 
& Sinkkonen, 2001). On the other hand, placements where foster carers 
are experiencing high levels of strain and stress are associated with 
higher rates of instability (Farmer, Lipscombe & Moyers, 2005). 
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The interactions between the child and their carer are also important as 
a negative or hostile interaction style is likely to exacerbate any emotional 
or behavioural problems the young person may display. A key factor 
believed to facilitate this relationship is the matching process between 
child and foster placement. For instance, there is evidence that too large 
an age gap between the looked after child and the other children in the 
foster family can lead to discord and placement instability (Berridge, 
1997). Unfortunately though, the matching process is often compromised 
where there are insufficient foster placements and where new placements 
need to be identified at short notice. 
 
2.3 Usual practice for LAC in the local authority 
 
The current evaluation is concerned with two practice initiatives that 
were developed and piloted by an inner-London local authority to improve 
rates of placement stability. The impetus for this project followed the 
release of figures, which revealed that a high number of placement moves 
were occurring for LAC in the borough. The project’s aims also echo 
recommendations from a recent review of social work reform (Munro, 
2012), which states that services should be child-centred and intervene 
early to minimise adverse experiences and improve outcomes for 
children. 
 
The first Placement Stability Project initiative was the introduction of 
‘Placement Support Meetings’ (PSMs). Previously, the practice had been 
to hold ‘Disruption Meetings’, which served as a space for professionals 
to plan placement moves. As the name suggests these meetings tended to 
be organised after a crisis had occurred and when placement breakdown 
was imminent. PSMs were created to replace these and signalled a shift 
in social work practice from crisis-led action to crisis prevention. PSMs 
are designed to be called at an earlier stage, when difficulties first emerge 
in a placement. They aim to stabalise and sustain placements by 
planning how to support the young person and foster family to avert 
crises and breakdown. The second Placement Stability Project initiative 
was the development and introduction of the STABILITY screening tool 
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and its related training. The idea was that the STABILITY screening tool 
could be completed initially and the resulting information later used to 
guide a PSM, if this was required. 
 
2.4 The development of the STABILITY screening tool 
 
Rock et al (2013) built on previous reviews (Pardeck, 1985; Holland, 
Faulkner & Perez-del-Aguila, 2005; Sellick, 2006; Munro & Hardy, 2007; 
Oosterman et al., 2007) and completed a systematic review and synthesis 
of research examining the factors associated with placement instability. 
The most robust risk factors to emerge from the evidence were older age 
of children, externalising behaviour, longer total time in care, residential 
care as first placement setting, separation from siblings, foster care 
versus kinship care, having multiple social workers, being placed outside 
of area of origin and poor integration into a foster family. A number of 
protective factors were also identified including the skills, experience and 
personal characteristics of foster carers, and being placed with siblings.  
From this a conceptual framework was developed which aimed to bridge 
the gap between research and practice and ultimately improve the quality 
of care and outcomes for Looked After children. CLAMHS (Children 
Looked After Mental Health Service) commissioned both the Rock et al 
(2013) review and the development of the STABILITY screening tool 
development as there was an interest in the role of child mental health in 
placement stability. In particular a decision was made to look more 
widely at stability factors to ensure wide applicability in practice. The 
STABILITY screening tool is described in detail in section 3.3.  
 
2.5 Aims of the evaluation 
 
This service project aims to evaluate the use, impact and perceived utility 
of the STABILITY screening tool by social workers during an initial 3-
month pilot phase. The 11-13 year old LAC cohort was identified in a 
previous audit of children as being at a higher risk of placement move 
and so was selected as the target group. 
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More specifically the project aims to address the following questions: 
 
! What was the uptake of the STABILITY screening tool training 
among invited social workers? 
! Did those who attended the training deem it to be acceptable? 
! What were the screening tool’s patterns of use? 
! To what extent is the screening tool perceived as acceptable and 
feasible to social workers in the context of other practice strategies 
(such as PSMs) used to promote placement stability? 
! What are the barriers and facilitators to the screening tools use by 
social workers?  
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3.  Method: 
 
3.1 Evaluation design 
 
A mixed method design was used over three phases: 
1. Training evaluation – This involved a cross-sectional, post-
evaluation of learning outcomes. 
2. Case audit – This involved a prospective case note audit of the use 
and impact of the screening tool following the training. 
3. Key informant interviews – This involved a qualitative evaluation of 
social workers’ views of the screening tool. 
 
Governance approval was obtained from the Head of the Children and 
Young Peoples’ Service (CYPS) prior to the commencement of this service 
evaluation project.  
 
3.2 Service context 
 
The STABILITY project was conducted in one of the most densely 
populated and socially deprived inner city boroughs in London. The CYPS 
in this borough provides foster placements to children who are unable to 
reside with their biological families, most often for reasons of abuse and 
neglect. According to the latest national statistics on Looked After 
children this borough hosts the third largest inner London population of 
LAC, providing over 500 placements, with the most represented age-
group being 10-15 year-olds (Department for Education [DfE]; 2011). 
 
3.3 Service intervention 
 
3.3.1 Description of the STABILITY screening tool 
 
The STABILITY screening tool was developed through a multi-agency 
collaboration between clinical psychologists, LAC service managers, 
Independent Reviewing Officers (who participate in the care planning 
process for each child, and ensure that his/her current wishes and 
feelings are given full consideration) and frontline social workers. The tool 
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incorporates a practitioner-completed checklist of empirically supported 
risk and protective factors. The checklist (appendix 1) is designed to be 
used in conjunction with a set of structured guidance notes that facilitate 
reflection on the unique risks and strengths of a placement and to guide 
assessment and care planning for Looked After Children. The checklist 
incorporates the risk and protective correlates identified in Rock et al 
(2013) review and organises them into child, birth family, placement, 
carer or relationship factors. Each individual correlate is expanded by a 
question, and can be endorsed as historically and/or currently relevant. 
For example ‘externalising behaviour’ is followed by ‘Is the child 
displaying aggression, oppositional behaviour and/or offending?’. A 
reference number accompanies each item on the checklist so that 
positively endorsed factors can then be looked up in the guidance notes. 
The guidance notes (appendix 2) contain a series of further points to 
consider when reflecting on the impact of each factor. For example the 
externalising behaviour item goes on to ask whether the child is in a 
gang, if the behaviour could represent underlying distress or 
hyperactivity, and whether the foster carer is aware and/or concerned 
about the behaviour. Each of these is then accompanied by an action 
point to be implemented, such as making a referral to CLAMHS, calling a 
PSM, or consulting with a particular team or professional. The 
interventions suggested are based on NICE/SCIE guidelines for LAC and 
local best practice protocols and procedures.  
 
3.3.2 STABILITY training 
 
Training on how to use the screening tool was delivered in a 2.5-hour 
session that was repeated for eight separate cohorts over a 6-week 
period, prior to the start of the pilot phase. The training sessions were led 
by a senior Clinical Psychologist and senior social worker, who were 
involved in development of the tool. The aims of the training session were 
to: 
! Introduce social workers to the STABILITY screening tool,  
! Highlight the importance of placement stability and the risk 
factors associated with placement breakdown,  
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! Provide an opportunity to practise using the screening tool with a 
case-study example,  
! Outline expectations for when and how the screening tool should 
be used, documented and subsequently incorporated into care 
plans for LAC 
 
3.3.3 STABILITY implementation standards 
 
Following training it was expected that LAC social workers would use the 
STABILITY screening tool to screen for the presence of various risk and 
protective factors in all their 11-13-year-olds’ placements. It was 
expected that completed checklists would be uploaded on to Framework 
(a secure electronic records system) and its use then evidenced in the 
corresponding case notes and discussed in supervision (a plan supported 






One hundred and forty eight social workers from 15 teams within the 
CYPS were invited to attend the STABILITY screening tool training 




Seventy-three 11-13-year-olds were in foster care placements during the 
3-month pilot phase (1st November 2011 to the 31st January 2012). Of 
these, 43 were under the care of 15 out of the 52 social workers who 
attended the training (see figure 1).  
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Audited cases therefore fell into three groups: 
1. Looked After 11-13-year-olds whose social workers were invited, 
but did not attend the STABILITY screening tool training. This 
group formed a naturalistic control group from which to draw 
comparisons with when evaluating the impact of the STABILITY 
screening tool on practice (n=16). 
2. Looked After 11-13-year-olds whose social workers were invited, 
attended the training and used the STABILITY screening tool 
(n=1). 
3. Looked After 11-13-year-olds whose social workers were invited, 





Twenty social workers were approached for interview at their desk using 
an opportunistic sampling method. Of these, 12 social workers agreed to 
148 SWs 
invited 

























whose SW was 


















did not use the 
toolkit N=14 
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be interviewed (response rate 60%). 6 of the social workers had attended 
the STABILITY screening tool training and were interviewed individually. 
A further team of 6 social workers who had not attended the training 
were interviewed as a group. 
 




The Workforce Development Event Course Evaluation Form (WDECEF) 
was used to evaluate the STABILITY screening tool training. This 
measure was developed within the local authority to evaluate in house 
training (appendix 3). The measure consists of 11 items in total, 8 of 
which are scored along a 4-point Likert scale (Outstanding - 1, Very Good 
- 2, Satisfactory - 3, Inadequate - 4) and ask for feedback concerning the 
objectives, content, relevance, delivery, materials, venue, refreshments 
and acknowledgement of diversity issues. Lower scores on this measure 
represent greater satisfaction. The final three items prompt for brief 
qualitative feedback on the most useful aspects of the course, 





A proforma was created for use when auditing the notes of the target 
group (appendix 4). This covered the following: 
! Social worker identification code (anonymised) 
! LAC identification code (anonymised) 
! Has use of the STABILITY screening tool been mentioned in the 
notes? (Yes/No),  
! Has it been uploaded on to Framework? (Yes/No),  
! Has its use been discussed in supervision and documented on 
Framework? (Yes/No),  
! Has a Placement Support Meeting (PSM) called? (Yes/No),  
! Were any placement moves recorded? (Yes/No). 
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3.5.3 Interviews 
 
A semi-structured topic guide with prompts was created and used when 
interviewing the social workers (appendix 5). This broadly covered factors 
affecting their use of the STABILITY Tool; potential links between PSMs 
and STABILITY; and ideas to facilitate implementation of STABILITY. 
More specific topics and prompts were developed iteratively in order to 
reflect and explore emergent themes from the training evaluation, case 
audit and early interviews.  
 
3.6 Data collection procedures 
  




Attendance sheets were completed and the WDECEF was administered at 




The electronic case notes of all 11-13-year-olds LAC in the local authority 
whose cases were active within the three-month pilot phase (1st 
November 2011- 31st January 2012) were systematically audited using 




Respondents were informed of the outcomes of the screening tool pilot 
and then asked questions that explored all topics set out in the pre-
defined topic list (appendix 4). Prompts and follow-up questions were 
responsive to issues emerging from respondents’ accounts. Detailed notes 
of the responses given during the interviews were made.  
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3.7 Analysis plan 
 





The quantitative findings from items 1-8 on the WDECEF were analysed 
using descriptive statistics (mean, median and standard deviation) and 
triangulated with the qualitative feedback from items 9-11 which was 





Descriptive data (proportions) were obtained on rates of use of the tool in 
practice, where the denominator was the total number of cases that 
should have been screened and the numerator was the number of cases 
with confirmed use of the tool. Chi-squared tests were planned to 
examine putative associations between training attendance, use of the 
tool and placement outcomes (e.g. breakdown versus no breakdown 




An ‘Analytic Hierarchy’ approach (as described by Spencer, Ritchie & 
O’Connor, 2003; Ritchie, Spencer, O’Connor, 2003) was used to create a 
thematic framework with which to categorise and sort the data from the 
interviews with social workers into key themes and concepts. This 
qualitative analysis method is widely used in qualitative research and 
enables data to be systematically organised in a rigorous and transparent 
way. It also facilitates movement between different levels of abstraction 
(represented by the ladder) so that the raw data is always kept in mind 
(see figure 2). 
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Figure 2: Stages and processes involved in the Analytic Hierarchy (Ritchie 
& Spencer, 1994) 
 
  Iterative process 
throughout analysis 




 Assigning data to 
refined concepts to 
portray meaning 





























Sorting data by theme or 
concept 
 
 Assigning meaning 
Labelling or tagging data 





Identifying initial themes 
or concepts 
 
 Generating themes 
and concepts 
RAW DATA   
 
The first stage (data management) involved sorting and reducing the data 
by identifying recurring themes and assigning labels to the data to build 
a thematic framework. In the second stage (‘descriptive accounts’) the 
range and diversity of each theme was specified and these were then 
grouped into categories. In the third stage: (explanatory accounts) 
patterns were described and reflected on to understand and explain their 
occurrence.   
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In total 83% of those who attended the training (n=43) completed the 
WDECEF.  
 
4.1.1 Descriptive statistics 
 
Data from items 1-8 on the WDECEF were analysed using descriptive 
statistics. These are provided below in table 1. 
 
Table 1: Descriptive statistics for items 1-7 on the WDECEF. 
 
 Most aspects of the training captured by items 1-8 of the evaluation form 
were predominantly rated as ‘Very good’ (items 1-6). Items 7 and 8 were 
predominantly rated as ‘Satisfactory’. 
 
The most positively endorsed aspect of the training was its relevance 
(mean =1.7, sd=0.6). The second most positively endorsed aspects of the 
training were its content (mean=1.8, sd=0.53), delivery (mean=1.8, 
sd=0.67) and support materials (mean=1.8, sd=0.68). Next was the 
training objectives (mean=1.9, sd=0.58). The least positively endorsed 
aspects of the training were the venue (mean=2.4, sd=0.77), the extent to 
Item Mean Median Standard 
Deviation 
(sd) 
Q1. How well did the event meet its 
objectives? 
1.9 2 0.58 
Q2. How useful did you find the course 
content? 
1.8 2 0.53 
Q3. How relevant was the course to your job? 1.7 2 0.60 
Q4. How would you rate the training delivery?  1.8 2 0.67 
Q5. How well were diversity issues dealt with? 2.4 2 0.86 
Q6. How would you rate the support 
materials? 
1.8 2 0.68 
Q7. How would you rate the venue for its 
facilities? 
2.4 2 0.77 
Q8. Were the refreshments adequate? 2.7 3 0.88 
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which diversity issues were addressed (mean =2.4, sd=0.86), and lastly 
the refreshments (mean=2.7, sd=0.88). 
 
4.1.2 Analysis of themes 
 
Table 2: Themes and frequencies of related responses (n) for Item 9. 
 
Q9. What was the most useful part of the 
course for you? 
Theme n 
“Practice” 20 






Qualitative responses to item 9 were distilled into 6 themes; Practice”, 
“Reflection”, “Tool”, “Everything”, “Delivery”, and “Relevance” (see Table 
2). 
 
Most responses to this item related to the theme of “Practice”. In total 20 
social workers reported the best part of the training was the opportunity 
to practise using the tool with the case-studies. 
 
The next most frequent them related to “Reflection”. More specifically 8 
social workers reported that they had most enjoyed the group 
discussions. A further 6 social workers reported that they had most 
enjoyed thinking about the factors which impact on placement 
breakdown. 
 
The third theme for this item related to the “Tool”. 12 social workers 
reported that they most enjoyed learning how to use the tool.  
 
The fourth theme for this item was “Everything”. 7 social workers 
reported that everything about the training had been helpful.  
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Two final themes for this item related to the “Delivery” (n=2) of the 
training and the “Relevance” of the screening tool to their practice (n=1). 
  
Table 3: Themes and frequencies of related responses (n) for Item 10. 
 
Q10. What recommendations would you 








The responses to item 10 were distilled into 5 themes; “Nothing”, 
“Attendees”, “Tool development”, “Information” and “Other”. 
 
Most responses to this item related to the theme of “Nothing”. In total 26 
social workers reported that there was ‘nothing’ they could suggest to 
improve the training. 
 
The second most frequent related to “Attendees”. Within this 4 social 
workers said that the other teams should have been invited to the 
training. A further 2 social workers said that ‘all social workers should 
receive this training’.  
 
A third theme related to “Tool development”. More specifically 2 social 
workers said they would like the opportunity to review the screening tool 
before it was finalised. A further 2 social workers made suggestions 
about how the screening tool could be further developed. One social 
worker suggested developing the tool so it could be used with ‘older 
children’. Another suggested expanding the tool to incorporate ‘family 
factors’ relevant to placement breakdown.  
 
  210 
A fourth theme related to “Information”. Within this 2 social workers said 
they would have liked more information about how to apply the tool to 
placements for children with a disability. A further 2 social workers said 
they would have liked more information about the research underlying 
the tool and the process of its development. 
 
The final theme for this item was “Other”. Within this theme 1 social 
worker said they thought the venue for the training could be improved, 
another social worker said they would have preferred ‘less discussion’, 
and another that they would have liked ‘more time to practise using the 
tool’.  
 
Table 4:  Themes and frequencies of related responses (n) for Item 11. 
 





“Sharing knowledge” 8 
“Reflection” 4 
 
The responses to item 11 were distilled into 4 themes; “Assessment”, 
“Supervision”, “Sharing knowledge”, and “Reflection”.  
 
The most frequent response to this item related to the theme of 
“Assessment” (n=20). More specifically the social workers reported they 
would use the screening tool to assess the risk of placement breakdown.   
 
The second most frequent theme related to “Supervision” (n=12). More 
specifically the social workers reported they would use and discuss the 
screening tool during their supervision.  
 
A third theme for this item related to “Sharing knowledge” (n=8). Within 
this, 6 social workers reported they would share the outcome of the tool 
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with the associated Foster Carer. A further 2 social workers reported that 
they would share the tool with their colleagues.  
 
A final theme for this item related to “Reflection” (n=4). Within this, 2 
social workers reported that they would use the screening tool to help 
them reflect on placements at risk of breakdown. A further 2 social 
workers reported that they would use the screening tool when discussing 






In total the electronic case notes for 73 11-13 year olds were audited to 
establish how many screening tools had been used during the 3-month 
pilot phase. This audit found evidence that 1 screening tool was used. In 
this case the screening tool had been completed and uploaded on to the 
electronic records system. There was no evidence that the tool had been 
discussed in supervision, or that the steps suggested by the guidance 
notes were pursued.  
 
4.2.2 Impact  
 
The intention was to test for associations between training attendance, 
use of the tool and placement outcomes. However, given that there was 
so little evidence of use it was not feasible to analyse these. Nevertheless 
to contextualise the other findings the frequencies of recorded PSMs and 
placement moves (or breakdowns) during the pilot phase were audited. 
As table 5 summaries, the percentage of placement moves within this 
population (11-13 year-olds) during the 3-month pilot phase (2011-2012) 
was 9% and largely comparable to the same period in the 3 preceding 
years. In total there were 8 PSMs held during the pilot phase. However, 
none of these were for children aged 11-13.  
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Table 5: Numbers of 11-13 year-olds who moved in the 3-month audit 
period 
 
Year Number (%) 
2011-2012 8 (9%) 
2010-2011 3 (4%) 
2009-2010 7 (10%) 




The field notes taken during the interviews were transcribed and distilled 
into 4 core themes. These related to acceptability, feasibility and the 
perceived barriers and facilitators to using the screening tool. Each core 
theme and the sub themes subsumed within each are described in turn 
below. Figure 3 then depicts a formulation of how these themes may 






This theme related to comments about the acceptability of both the broad 
and specific content of the screening tool. In terms of the broad content 
of the tool, social workers commented positively on the overall headings 
featured in the screening tool. For example the headings were described 
as a ‘good reminder’, and helped to ‘keep all the factors in mind’. The 
headings were also described as ‘a good reminder of the protective 
factors, which can often be forgotten’. In terms of the specific content of 
the tool, several social workers commented negatively on the tool’s lack of 
specificity. For example one social worker reported that it was ‘hard to 
distinguish placements with higher need’ from using the tool. Another 
social worker commented that ‘many children will possess several of the 
risks included’ and ‘the same risk could affect different children 
differently’. Related to this social workers commented on how the tool 
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could be developed to improve its specificity and therefore acceptability.  
For example one social worker commented that it would be more helpful 
if the ‘risks which were most risky were highlighted’, and another if an 
‘overall indication of the severity of risk of breakdown’ was given so that 




This theme related to comments about the validity of the screening tool. 
In particular the comments centred on its validity in terms of the factors 
included in the tool and its applicability to all foster care placements. For 
example one social worker noted that ‘there are other factors that 
contribute to placement stability which aren’t included, such as the 
matching process between child and carer’. Another reported that ‘the 




This theme related to comments about the perceived value of the 
screening tool and PSMs. In terms of the screening tool some social 
workers commented negatively regarding its value. For example one 
social worker described the screening tool as ‘redundant’ and ‘pointless’ 
because ‘individually we already have ways of managing and responding 
to risk’. In terms of the PSMs social workers were predominantly positive 
when commenting on their value. For example one social worker reported 
that ‘placement support meetings are helpful and used by every member 
of the team’. Another social worker commented that ‘the placement 
support meetings share responsibility and the burden of predicting and 




This theme related to comments about the feasibility of implementing the 
screening tool and the PSMs. In terms of the screening tool, social 
workers commented negatively regarding the feasibility of each stage of 
the process, which involves completing the screening tool, discussing it 
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in supervision, and implementing the associated recommendations 
suggested in the guidance notes. For example, several social workers 
commented that ‘it’s not feasible to complete the tool for every child’ and 
suggested that instead it could be used selectivity with ‘more risky 
children’. Another social worker commented that ‘very risky placements 
can break down before you’ve had a chance to use the screening tool’. In 
terms of the feasibility of the other stages, one social worker commented 
that ‘it isn’t feasible to discuss each child in supervision’, and another 
said that ‘implementing the recommendations laid out in the guidance 
notes is difficult as resources are limited’. In contrast, the feasibility of 
implementing a PSM was viewed positively. For example one social 
worker said ‘calling a placement support meeting is easier than 
completing the tool’ as the latter requires ‘consulting with other 





This theme related to comments about resistance towards change. In 
particular the comments centred on a resistance towards the tool and the 
introduction of new processes more broadly. For example, one social 
worker described the process of using the screening tool as ‘alien’, 
compared to existing processes which felt ‘automatic and intuitive.’ 
Another said that ‘you need to experience using and gaining benefit (from 




This theme related to comments about workload burden. In particular 
the comments centred on perceptions of their current workload and 
ability to prioritise the tool. For example, one social workers described 
their current workload as ‘overwhelming’ and so ‘there is a tendency to go 
for the easiest option’. Others commented that ‘we feel expected to do 
everything’ and that ‘we already have lots of forms to complete’. A further 
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social worker commented that ‘our workload has been very high so it has 
been difficult to prioritise the screening tool’.  
 
Facilitators 
 “Sharing responsibility” 
 
In terms of sharing responsibility for improving placement stability one 
social worker commented that ‘placement stability is others responsibility 
too’. Another similarly commented ‘placement stability is not just our 
responsibility and should be shared and fostered within a team’. A 
further social worker commented that ‘it is not just the responsibility of 
social workers and the IRO to consider and manage placement stability. 
The onus should also be on the foster carer’s and supervising social 
workers’. 
 
In terms of sharing responsibility for completing the tool one social 
worker commented that ‘it should be the IROs responsibility to complete 
the tool’. Another said ‘the supervising social workers should complete 
the tool with foster carers as they have the most knowledge about the 
stability of a placement’. A further social worker asked ‘could the foster 
carers not complete the tool initially?’ 
 
In terms of sharing responsibility for receiving training in how to use the 
screening tool, one social worker commented that ‘more managers and 
supervising social workers should have attended the training so they 
could have the knowledge too’. Another social worker commented ‘they 
(foster carers) should also have the training and knowledge in order to 




This theme related to comments about the need to give reminders to use 
the tool in order to reinforce its use and its value. All the social workers 
interviewed commented that use of the screening tool had not been 
‘mentioned’, ‘prompted’ or ‘emphasised as a priority’ since the training 
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session. One social worker commented ‘we need managers to actively 
chase and prompt when initially rolling something out’ as ‘this reinforces 
its importance’. Another said ‘any new procedure needs to be reinforced’. 
A further social worker commented that ‘the managers should prompt 
using and thinking about the tool’ and ‘the tool should be discussed in 
team meetings and supervision’.  
    
“Mandated use” 
 
Social workers commented that ‘if the tool was mandatory it might be 
used more’ and ‘the tool isn’t mandatory at the moment and would need 
to be to increase its use’. In relation to incorporating the tool one social 
worker commented ‘the tool could be incorporated an existing mandatory 
episode on Framework, such as the risk assessment’. Another social 
worker similarly commented ‘you could incorporate the tool into the risk 
assessment tool. This is mandatory, but only focuses on some of the 
risks identified in the tool’.  
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5.  Discussion: 
 
5.1 Summary of aims and findings 
 
This service project set out to evaluate the use, impact and perceptions of 
the STABILITY screening tool and it’s training by social workers working 
in the Children and Young Peoples Service (CYPS). Although the feedback 
from the STABILITY screening tool training was largely positive, this 
alone was not sufficient to initiate the social workers to use the screening 
tool in their practice. Of the 73 11-13 year olds whose case notes were 
audited only 1 completed screening tool was found. Whilst this finding 
may reflect specific challenges associated with the local authority and/or 
intrinsic limitations of STABILITY, Munro’s (2012) recent review of wider 
social work practices describes the majority of social work tasks as 
bureaucratic and crisis-led. This type of widespread practice culture is 
likely to impact on the attitudes, subjective norms and perceived 
behavioural control of social workers, which in turn could hinder 
behavioural change. Researchers studying behaviour change argue that 
in order to “bridge the gap” between the evidence-base and professional 
practice a clear understanding of the barriers and facilitators to achieving 
change in practices is required. Therefore, this discussion will focus on 
seeking to understand the factors that may have precluded the screening 
tools use and that might facilitate its use in the future. To do this, the 
themes that emerged from the interviews with the social workers will first 
be considered.  
 
The themes that emerged from the interviews provide an insight into the 
social worker’s perceptions of the acceptability and feasibility of, and 
barriers and facilitators to using the STABILITY screening tool. The model 
depicted in Figure 3 provides a conceptualisation of how these themes 
relate to each other and influence outcome. A key finding of this 
evaluation was that whilst social workers were not using the screening 
tool they were using the PSMs. This model also seeks to explain this 
difference in outcome, and in doing so identify what changes might need 
to occur to increase the screening tools use. The themes featured in italic 
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text are the ‘facilitators’ which if implemented might impact the themes 
in bold and lead to a change in outcome. 
 
Given the themes identified, one explanation of why the social workers 
did not use the screening tool is because largely they held negative 
attitudes regarding its acceptability. This lack of acceptability may in 
turn have created resistance to its use and heightened perceptions of 
burden when social workers where asked to envisage using the tool. This 
sense of resistance and burden could then have negatively affected the 
perceived feasibility of the tool and so led to its very low uptake. In 
contrast, the social workers attitudes towards to the PSMs were largely 
positive and it was perceived as an acceptable intervention. The perceived 
acceptability of PSMs may in turn have dampened resistance and 
perceptions of burden and therefore positively affected the perceived 
feasibility of using a PSM. 
 
Thus leading to a tendency to select this intervention over the screening 
tool. Furthermore, it is plausible that by implementing the ‘facilitators’ 
identified by the social workers that the acceptability and feasibility of 
using the screening tool could be improved, and the current barriers 
reduced. For example, incorporating the tool into existing processes 
might signal its importance and together with increased reminders and 
reinforcement to use the tool, these would promote its value and 
therefore reduce resistance. By sharing responsibility for its knowledge 
and use this might increase resources, reduce burden and therefore 
increase feasibility.  
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5.2  Theories of behaviour change 
 
One way to evaluate the validity of this model and explanation is by 
considering previous theoretical work on behavioural change in 
organisations. Two well documented theories of behaviour change; the 
Theory of Planned Behaviour (TPB; Ajzen, 1991) and Diffusions of 
Innovations (DoI; Rogers, 2003) will be described in turn and discussed 
in terms of their crossover with the current findings. 
 
5.2.1 Theory of Planned Behaviour (TPB) 
 
The TPB states that an individual will carry out a behaviour if they have 
a strong intention to do so. It proposes that three variables (attitudes, 
subjective norms and self-efficacy) will affect the strength of an intention 
to perform any given behaviour (see Figure 4).  The first variable 
‘attitudes’ relates to the expected value of adopting a behaviour. The 
second variable ‘subjective norms’ refers to the degree of social pressure 
an individual is under to adopt a behaviour. The third factor ‘perceived 
behavioural control’ relates to the degree of self-efficacy the individual 
possesses to carry out the behaviour.  
 
The factors highlighted in this theory closely overlap with the themes 
identified in this evaluation. For instance, based on the TPB the social 
worker’s failure to incorporate the screening tool into their practice could 
be explained by their negative attitudes (i.e. low expectations of its value), 
a lack of social pressure (i.e. reinforcement and reminders from their co-
workers and managers), and a lack of self-efficacy regarding the 
feasibility of incorporating the screening tool into their practice (due to 
perceptions of workload burden). 
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5.2.2 Diffusion of Innovations (DoI) 
 
Rogers (2003) DoI theory seeks to explain why some interventions are 
adopted by a group of professionals whilst others are not. Rogers (2003) 
suggests five attributes that facilitate the uptake of an intervention and 
argues that these can account for between 49-87% of the variance seen 
in the adoption of new practices.  
 
The first attribute ‘relative advantage’ suggests that in order for an 
intervention to be adopted individuals need to perceive it to be better 
than existing interventions. In the case of the CYPS a steady adoption of 
PSMs by social workers had already emerged before piloting of the 
screening tool began. Therefore in order for the screening tool to be 
adopted it needed to demonstrate a unique or relative advantage to 
promoting placement stability. In light of the critical views expressed by 
the social workers about the acceptability of the screening tool, it appears 
this wasn’t achieved.  
 
The second attribute suggests that for an intervention to be adopted it 
needs to be consistent with the values, needs and practices of the group. 
We know that the social workers perceived the screening tool to lack 
value and validity compared with the PSMs. The introduction of a new 
practice tool, which required careful reflection, and was not strongly 
mandated, also appears to have been inconsistent with the expectations 
and practices of the social workers. These apparent incompatibilities may 
account for the resistance described when considering adopting the 
screening tool. More positively though it might also suggest that if the 
tool were better incorporated into existing practices this might promote 
its value and importance. 
 
The third attribute suggests that adopted interventions are those that are 
straightforward to apply. In line with this the social workers reported that 
they perceived calling a PSM to be easier than completing the screening 
tool. This may be because the PSMs share responsibility between 
professionals and therefore reduces time and personal burden. 
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The fourth attribute ‘trialablity’ suggests that interventions that can be 
experimented with are more likely to be adopted as this helps reduce 
uncertainty about change. The PSMs may again have proven preferential 
because they felt safer to experiment with than the screening tool. For 
example, the PSMs require multi-agency collaboration and so 
responsibility can be shared and their use more easily modelled by 
others. 
 
The final attribute ‘observable results’ suggests that when the impact of 
applying an intervention is quick to see, this reduces uncertainty and 
increases the likelihood of it being adopted. In this case it is conceivable 
that the PSMs were more readily adopted because the joining together of 
professionals in a PSM can produce a quicker and more observable 
impact than the screening tool, which relies on the efforts of a single 
social worker.  
 
5.3 Social care policies and guidelines 
 
In line with NICE-SCIE (2010) recommendations the PSMs and 
STABILITY screening tool were intended to be used together to improve 
placement stability. However, the apparent preference among social 
workers to adopt PSMs over the screening tool could be viewed as 
understandable. For instance, although the STABILITY screening tool is 
theoretically useful to social work practice, the social workers may have 
felt better supported to manage the vulnerable and complex children on 
their caseload through using the PSMs. While the screening tool was 
designed to promote reflection on placement stability, arguably this is 
more difficult to do in isolation and may be better generated in a PSM 
where responsibility and burden are shared and professionals can reflect 
together and devise collaborative solutions.  
 
PSMs require multi-agency collaboration as apposed to lone working, 
which is a shift emphasised by several key social care polices and 
guidelines. The Every Child Matters (ECM; DfES, 2003) document states 
the need for different professionals to work more closely together in order 
to achieve the five ECM well-being outcomes for children and young 
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people (being healthy, staying safe, enjoying and achieving, making a 
positive contribution, and achieving economic well-being). This key piece 
of legislation was born out of the Lord Laming inquiry, which revealed 
that poor inter-agency co-ordination and sharing of information was in 
large to blame for the tragic death of Victoria Climbié. Recent best 
practice guidelines for Looked After children and young people (NICE-
SCIE, 2010) state that in order to provide effective care, professionals 
need to collaborate closely and share information. It recommends that 
multi-agency collaboration on complex cases is supported. The PSMs 
enlist this multi-agency collaboration and synthesise a range of skills and 
expertise, which can add value and help prevent placement breakdown. 
The Munro (2012) review of social work practice also encourages social 
work teams to be more reflective and to base their assessments on more 
face-to-face contacts and collaboration, which is again achieved through 




There were limitations to this evaluation, which should be highlighted 
when considering its findings and implications. Firstly, the length of the 
pilot for this intervention was brief (3-months), which may have led the 
potential use and impact of the screening tool to be underestimated. 
Secondly, the number of social workers interviewed was small (n=12). 
This may have impacted the generalisability and validity of the themes 
identified here. Thirdly, the social workers interviewed were recruited 
using an opportunistic sampling method and half of the sample did not 
attend the STABILITY training. This may have led to a biased sample or 
for the themes captured to be unrepresentative, although the responses 
of those who did not attend the training were not substantially more or 
less positive with regards to the STABILITY screening tool’s acceptability 
or feasibility. Finally, because only 1 social worker attempted to use the 
STABILITY screening tool with a case it is difficult to evaluate the 
potential benefits and impacts of the tool on placement outcomes. It is 
therefore too early to argue that the tool should be implemented routinely 
and used with all cases. Notwithstanding these limitations the findings 
from this evaluation have important implications for the local authority 
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in terms of its future implementation of the STABILITY screening tool and 




The joint consideration of the qualitative findings and existing theoretical 
literature on fostering successful behaviour change gives rise to six 
future recommendations.  
 
5.5.1 Recommendation 1: Design a multi-level intervention strategy 
 
Facilitating the adoption of evidence-based interventions requires a 
holistic and multi-level approach (Drake, Torrey & McHugo, 2003). The 
model depicted in figure 3 demonstrates that the factors to emerge from 
this evaluation span all three levels and interact to influence outcome. In 
the future this model could be used as a template to design a more 
effective intervention strategy for the screening tool. As described in 
section 5.2 the multi-level factors within the model could also be 
manipulated in order to increase the probability of the screening tool 
being adopted. For instance, by broadening the distribution of the 
training to relevant co-workers and managers  (group level) this would 
increase resources, promote collaboration, widen responsibility, reduce 
burden and support the tools completion. By incorporating of the tool 
into existing practices (organisation level) this would enhance perceptions 
of value and improve feasibility by providing a framework of when to 
initiate and how to record use of the screening tool. 
 
5.5.2 Recommendation 2: Improve uptake of training 
  
Davis, Lindsay and Mazmanian (1994) propose that implementing a new 
intervention involves the relevant knowledge and skills must be made 
available to as many professionals as possible. Although the STABILITY 
training was mandatory its uptake was relatively low (35%). It will 
therefore be important that attendance at future training sessions is 
prioritised and encouraged by the management, and potential barriers 
(e.g. the location of the training) are considered to maximise attendance. 
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5.5.3 Recommendation 3: Prompt and reinforce use 
 
The provision of training alone is not sufficient to bring about change in 
individual practice (Davis, Thomson, Oxman & Haymens, 1995), and 
needs to be followed up with reminders and reinforcement (Davis & 
Taylor-Vaisey, 1997). The social workers may have felt that using 
STABILITY was their responsibility alone if the management had not 
prompted its use. Reinforcing, prompting, and mandating use of the 
screening tool would signal the tools importance and that the effort taken 
to implement it is valued by the organisation. Therefore, if the STABILITY 
screening tool is rolled out again it will be important to place more 
emphasis on it being more management-led and perhaps target driven. 
For instance, senior social worker acting as supervisors could take 
responsibility for prompting discussion of STABILITY during supervision 
and then recording this on the electronic case notes of the LAC.  
 
5.5.4 Recommendation 4: Identify and address specific obstacles 
 
As with any group of professionals, social workers work within a specific 
social and organisational setting, which incorporates factors that may 
either bridge or widen the gap between evidence and practice. Davis et al. 
(1995) recommend conducting a ‘pre-intervention’ stage in order to 
determine the size of the gap between current and ideal practice and to 
illuminate the specific obstacles posed by the target group. In CYPS one 
way this technique could be incorporated is by developing the screening 
tool training to also identify and address attitudes, which may pose a 
barrier to the screening tools implementation.  
 
5.5.5 Recommendation 5: Revise the name of the STABILITY screening tool 
 
STABILITY is currently referred to as a “screening tool”, which may be 
misleading as it suggests that it provides an indication of risk. However, 
the tool was not designed to ‘screen’ for placements at low, medium or 
high risk of breakdown. Rather its aims were to provide social workers 
with a structured assessment tool of risk/protective factors that could be 
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used to aid reflection on placements and assist with formulation, 
supervision and care planning. Therefore the local authority may wish to 
either revise the name of the STABILITY tool to minimise references to 
‘screening’ or emphasise its purpose as a reflective tool. For instance it 
may be more accurate to refer to it as an “assessment,” “care planning” 
or “practice improvement” tool.  
 
5.5.6 Recommendation 6: Consider other uses for the STABILITY screening 
tool  
 
The feedback gathered from the social workers revealed a mismatch in 
perceptions of the screening tools aim. The screening tool was originally 
designed to be a reflective tool, however, all the social workers 
approached commented that it would be more useful to them if the tool 
highlighted ‘which risks were most risky’ or gave an ‘overall indication of 
the severity of risk of breakdown’. It may be that the social workers can 
reflect more effectively in a PSM, thus decreasing the need to promote the 
checklist as a reflective tool. In fact, the social workers may have 
highlighted how the screening tool could be developed to be more 
compatible with their practice needs (a factor known to important for 
organisational change; Rogers, 2003). Therefore as an alternative to 
‘Recommendation 5’ the local authority might consider consulting with 
the creators of the screening tool to explore whether the tool could be 
developed to quantify risk. 
 
5.5.7 Recommendation 7: Ownership 
 
There is currently resistance by social workers to ‘own’ the adoption of 
the STABILITY screening tool. As discussed above this could be improved 
if negative attitudes regarding its value and validity were addressed, its 
use was positively reinforced and sharing knowledge and responsibility 
for its use reduced burden. Future research into and development of the 
STABILITY screening tool might also benefit from using a ‘participatory’ 
approach. Participatory research emphasises the importance of engaging 
affected groups (e.g. social workers and managers) in the research 
process and orientating research towards goals they perceive to be 
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beneficial to their practice (Minkler, 2000). The advantage of adopting 
this approach within the STABILITY project is that it could help to foster 
a sense of ownership for the screening tool among the social workers and 
improve perceptions of its validity, feasibility and relevance, thus 
increasing the likelihood of the screening tool being utilised (Wallerstein 
& Duran, 2006).  
 
It may also be helpful to reconsider whether ownership of the screening 
tool may be helpfully assigned to another group within the CYPS such as 
CLAMHS. If success and value can be demonstrated at a smaller level 
this might then aid dissemination of the tool to other groups in the 
future. 
 
5.5.8 Recommendation 8: Clarify the functions of the PSMs and STABILITY 
screening tool 
 
It is evident that there is currently a preference to use PSMs rather than 
the STABILITY screening tool to promote placement stability. One 
potential explanation for this trend is that PSMs may be more compatible 
with the values and needs of the social workers and offer a relative 
advantage to prior practices. However, the use of PSMs is not clearly 
understood. For instance, little is known about how and when they are 
used, or their function, process, and impact on placement stability. 
Future research within the CYPS could aim to illuminate the respective 
functions of the PSMs and the STABILITY screening tool, so that their 
use and impact can be maximised.  
 
5.6 Dissemination of STABILITY findings  
 
The evaluation findings have been shared at the London Independent 
Reviewing Officers Conference and the Health Safeguarding Conference 
for LAC Health Professionals, who were interested in using the screening 
tool as part of their LAC medical assessments. A written summary of the 
findings will also be shared with the local authority and discussed with 
the Assistant Director of CYPS, who gave permission for the pilot of 
STABILITY. 
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5.7  Conclusions and summary 
 
This service evaluation revealed that whilst most of the social workers 
that attended the training thought that placement stability was relevant 
to their practice, this did not lead to them using the STABILITY screening 
tool. Implementing new service innovations is a dynamic and evolving 
process.  The research on behaviour change within organisations 
indicates that successful interventions are those that are continuously 
improved to better fit the needs of individuals and the services they work 
within. Interviews with the social workers revealed the barriers to its 
current use as well as clear suggestions to facilitate its use in the future. 
These were aligned with research and theory on successful behaviour 
change and gave rise to six future recommendations. If applied to future 
intervention strategies, these recommendations are likely to improve the 
acceptability, feasibility and subsequent utility of the STABILITY 
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Workforce Development Event Course Evaluation Form 
 
Q1. How well did the event meet its objectives? 
Outstanding Very Good Satisfactory Inadequate 
1 2 3 4 
Q2. How useful did you find the course content? 
Outstanding Very Good Satisfactory Inadequate 
1 2 3 4 
Q3. How relevant was the course to your job? 
Outstanding Very Good Satisfactory Inadequate 
1 2 3 4 
Q4. How would you rate the training delivery? 
Outstanding Very Good Satisfactory Inadequate 
1 2 3 4 
Q5. How well were diversity issues dealt with? 
Outstanding Very Good Satisfactory Inadequate 
1 2 3 4 
Q6. How would you rate the support materials? 
Outstanding Very Good Satisfactory Inadequate 
1 2 3 4 
Q7. How would you rate the venue for its facilities? 
Outstanding Very Good Satisfactory Inadequate 
1 2 3 4 
Q8. Were the refreshments adequate? 
Outstanding Very Good Satisfactory Inadequate 
1 2 3 4 
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STABILITY Audit Proforma 
 
Social worker ID:____________________ 
LAC ID:____________________ 
 
Has use of the STABILITY screening tool been mentioned in the 
notes?         Yes/No  
 
 
Has it been uploaded on to Framework?   Yes/No  
 
 
Has its use been discussed in supervision and documented on 
Framework?        Yes/No  
 
 
Has a Placement Support Meeting (PSM) called?  Yes/No 
 
 

































If yes, was this conducted in conjunction with information from the 






What ideas do you have about how we can facilitate use of the 
STABILITY screening tool in the future? 
 
 
 
 
